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Two Years’ (Major) Operative Gynzcology in the 
Rotunda Hospital, Dublin: A Record of Personal 
Experience. 


By E. Hastrncs Tweepy, F.R.C.P.1., the Master. 


A BRIEF review of work accomplished in any special hospital is seldom 
devoid of interest, and for this reason I desire to give a short résumé 
of our work in the gynecological department of the Rotunda Hospital 
for the two years ending November, 1905, during which time I have 
held the Mastership. 

The total number of major operations performed in this period 
amounts to 227; 15 of these were performed in my absence by my 
assistants and include a successful Cesarean section; as however I 
had no personal responsibility for these, they will not at present be 
considered. 

The 211 cases that remain are made up as follows :—36 ovarian 
cystotomies (29 by the abdominal route and 7 by the vaginal); 
30 operations for uterine myomata; 14 operations on pyosalpinx; 
32 ventro-fixations; 18 vaginal fixations; 2 anterior colpotomies 
(undertaken for conditions not specified in this list); 4 removals of 
parovarian cysts; 8 hysterectomies for uterine cancer; 11 salpingo- 
tomies; 15 operations for tubal pregnancy; 3 ovarian resections; 
9 operations for ventral hernia; 7 radical operations for procidentia; 
1 operation for tubercular peritonitis; 2 hysterectomies for painfully 
retroverted uteri not amenable to other treatment; 2 removals of 
retro-peritoneal fibro-sarcomata; 1 operation for inversion of the 
uterus with prolapse; 1 for ovarian fibroid; 3 ovariotomies for 
dermoids; 7 abdominal myomectomies; 4 Cesarean sections; and 


1 enterostomy for congenital malformation of the large intestine. 
6 
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It may be gathered from the above list that my definition of a 
major operation (as it affects the gynecological specialist) is one in 
which the peritoneal cavity has been opened either through the 
vagina or through the abdominal wall, or else one in which a sub- 
mucous myoma is extracted by morcellement. 

The number of deaths in this list was eight; of these, three 
occurred after hysterectomies undertaken for cancer, two after 
abdominal and one after vaginal hysterectomy. In the last of these 
cases death resulted from hypostatic pneumonia three weeks after the 
operation; the woman was old and enormously stout, weighing 
twenty-two stones, and was so helpless that it was impossible to keep 
her from rolling over on her back. In another, death occurred on the 
third day after the radical abdominal operation suggested, and 
practised with so much success, by Mackenrodt. To my mind this is 
the most extensive operation performed by the present-day surgeon, 
and the transverse incision which is one of its essential features, 
extending almost from the anterior superior spine of one side to that 
of the other, impairs the integrity of the abdominal walls and 
increases shock to a degree incommensurate with its supposed advant- 
ages, viz.—a better view and a more extended field of operation. 

Wertheim’s brilliant results presented at the Leicester meeting 
of the British Medical Association encouraged me to attempt his 
operation. The patient died of sepsis on the second day, the origin 
of the infection not being far to seek. The cancer had converted the 
uterus into a mere shell and had involved the bladder to an extent 
not even guessed at before the operation. Whilst manipulating the 
uterus my gloved forefinger passed through its walls in a most un- 
expected manner, and shortly after this calamity, the bladder also 
was burst into while peeling it from the uterus. These untoward 
accidents could hardly have had other than a septic ending. Our 
pathologist, Dr. Rowlette, by whom the autopsy was performed, in- 
formed me that a considerable amount of malignant disease had not 
been removed, and that this was particularly apparent in the bladder 
wall. 

I do not feel that the eminent author of this operation has 
succeeded in establishing it as a permanent one. Neither in respect 
of its simplicity in performance, nor its extensiveness can it be 
considered anything but a stepping stone to what we look forward to 
as the classical operation of the future. 

It will be observed that hysterectomies performed for the removal 
of uterine cancer have been comparatively few and the results most 
disappointing. Operations were only undertaken in about fifty per 
cent. of the cases seen by me, and one woman is still alive in whom 
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eighteen monthsago I considered that the disease had advanced too far 
to justify operative interference. In another of my cancer patients the 
bladder was extensively involved and was opened during the perform- 
ance of a vaginal hysterectomy; a permanent fistula remained, and 
the patient died six months later from recurrence of the disease. 
Recovery was uneventful in all the other hysterectomies for cancer, 
and these patients, together with the patient from whom an ovarian 
carcinoma was removed, are up to the present, I believe, free from 
disease. 

One patient suffering from myomatous uterus died of sepsis, the 
result of a supra-vaginal operation; this case will be again referred 
to. Another arrived at the hospital in a dreadfully exhausted and 
septic condition, suffering from a large putrefying sub-mucous 
myoma. She died under the anesthetic, just as I had completed the 
removal of the sloughing mass by morcellement. A patient was lost 
through the bursting of the sac of a pyosalpinx with consequent es- 
cape of septic matter into the abdomen during operation—by abdominal 
section. A very deplorable death resulted from an erroneous estimate 
of the depth in which a sub-mucous myoma was imbedded in the 
uterine wall; at the autopsy it was found that a hole existed in the 
uterus from which the myoma had been excavated. The last death 
should not fairly be considered an operative fatality; the wretched 
woman was admitted to our maternity hospital in labour, her vulva 
surrounded with horribly foul-smelling venereal sores. She was 
immediately placed in an isolation ward, and she delivered herself by 
natural efforts and without interference of any kind. Within twenty- 
four hours the most virulent form of sepsis had developed with 
frequent and repeated rigors, temperature 104°4°, pulse 150. It 
was so obviously a case of inevitable death that I decided to give her 
the faint chance of an endeavour to stay the septic absorption by 
ligaturing the pelvic veins. On opening the abdomen the tubes and 
uterus were found bathed in pus on their outer aspect and it became 
apparent that these structures should be removed. This was rapidly 
done, and the last stitch had been fastened in the abdomen when the 
patient’s respirations became shallow and death followed in a few 
minutes. 

It will be observed that the two patients whose deaths are re- 
corded as having occurred whilst under anesthesia were both in a 
profoundly septic state, and they impress on us the special danger of 
anesthesia in such cases. 

The two retro-peritoneal lipo-fibro-sarcomata were enormous 
growths. In the first I removed a portion of the tumour as large as 
an Association football, but was unable to pursue the operation 
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further. The patient for some time was much relieved, but died 
3 months later from recurrence without experiencing any pain. The 
second tumour I enucleated in its entirety; in doing so I tore the 
capsule of the right kidney, as it had been displaced by the growing 
tumour to the left hypochondrium; the renal structure was also torn. 
In spite of this the patient made an uneventful and apyretic recovery 
and she is at present in sound health. 

Of our thirty-two ventrofixations only thirteen were performed on 
patients who did not suffer from adhesions or whose displacements 
were not complicated with tubal or ovarian diseases; many of them 
were also sterile. 

Exactly how far a gynecologist should venture in the operative 
treatment of sterility has up to the present received no adequate 
expression of opinion. To conclude that all that can be done has 
been done for a woman when her uterus has been curetted and her 
cervix split reflects but slight credit on our art, nor is there much 
gained if, in addition, the uterus is replaced and kept in position by a 
pessary or by the shortening of the round ligaments (Alexander’s 
operation). 

In these cases it seems to me that ventro-fixation is the operation 
of election; the incision necessary for its performance enables one 
directly to inspect the tubes and ovaries. It is astonishing how often 
these structures are diseased without any indication of the fact being 
furnished by bi-manual examination, and my invariable custom has 
been to make a systematic attempt in every instance to improve the 
diseased condition. Adherent and twisted tubes are loosened, the 
fimbriated extremity is opened if possible, and a fine probe is passed 
through its lumen to cause the passage to become patent. At times 
it is necessary to form a new os in the tube and either to hem round 
the raw edge in an endeavour to prevent its subsequent closure, or to 
adopt a plan which I prefer, namely, to stitch the ovary into the 
mouth of the tube and so ensure the latter remaining open. I have 
been told that such an operation would lead to menstrual pain, but 
personally I have never had any reason to believe that this is so. 

It is impossible to say definitely how far these operations succeed 
in effecting a cure; of a certainty pregnancy could not have taken 
place in many of the cases in which I considered them justifiable, and 
the direct inspection of the appendages seems an advance in the 
right direction. 

The round ligaments are occasionally shortened, particularly in 
the case of young married women who suffer from replaceable retro- 
deviations. It is a neat and scientific procedure, and one that can be 
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almost absolutely depended upon to accomplish its object, namely, 
the keeping the uterus in its normal position. In the light of my 
present experience, however, I cannot but believe that a pathological 
condition of tubes and ovaries is the commonest factor that makes for 
sterility. The apprehension of danger from childbirth following on 
ventro-fixation appears to have little foundation in fact, and I person- 
ally have never observed the least complication to ensue. 

In performing vaginal fixations I have always employed the 
modern modification adopted by both Mackenrodt and Diihrssen, 
namely, the closure of the vesico-uterine fold of peritoneum before 
the uterus is finally fastened by its fixation suture. Neither 
in ease of performance nor certainty of success does this com- 
pare with ventro-fixation, and the limitation of the field of vision 
makes it greatly inferior to the latter procedure in respect to the 
thorough exploration of the tubes and ovaries. The indica- 
tions for its performance are with us, nevertheless, precise. 
It is adopted in the case of a parous woman with retro- 
displacement complicated by rupture of the perineum and perhaps 
of the cervix, in whom an operation is undertaken for repair of these 
lesions. 

We advise almost all patients who suffer in any way as the result 
of myoma formation to submit to operation. An exception to this 
tule is made in the instance of young unmarried or recently married 
women where such operation would involve the loss of the uterus. 
The small sub-peritoneal tumours are removed by vaginal myo- 
mectomy, if of larger size thana hen’s egg by abdominal myomectomy. 
In 24 cases the uterus had to be sacrificed, and in these, with very 
few exceptions, we preferred sub-total to pan-hysterectomy. 

To revert to the fatal case of operation for myoma, a case in which 
the supra-vaginal method was adopted, septic infection arose as the 
result of an unfortunate accident for which I am much to blame. 
The operation took place some two months after the date of my 
appointment to the hospital, at a time when experience was somewhat 
lacking as to the limitations of rubber gloves. Our hands had been 
severely burned by the prolonged action of antiseptics within the 
gloves. In this instance I discarded the use of antiseptics entirely, 
and during the progress of the operation, my assistant, while fasten- 
ing a clamp, caught my forefinger and tore the glove badly; a cursory 
glance did not reveal this fact, and it was not until a considerable 
time had elapsed that I became aware that my forefinger protruded 
through it. From the time of this calamity dates our present method 
of hand disinfection. 
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Two of my other operative fatalities had occurred prior to this 
one, and indeed within three weeks of my taking over the charge of 
the hospital. The peculiar circumstances of the position render it 
necessary for a new Master to work at first amongst unaccustomed 
surroundings, with nurses, sisters and assistants to whom his 
methods are entirely strange, and this placed me at such a great dis- 
advantage that at times I am disposed to think that one, if not 
more of these patients might have been saved had the operation been 
conducted under present conditions. 

Our ventral hernias furnished two cases of extreme interest. In 
none of them was the original operation performed by me, nor has 
this accident happened so far as I am aware to any of my patients. 
One woman on whom an operation had been performed in Egypt 
some years before, on the day of admission to our hospital burst her 
abdominal wall during a fit of coughing. The intestines lay on her 
abdomen and on her pubic hair for nearly an hour before relief could 
be obtained, and notwithstanding this her recovery was uneventful. 
The other case was that of an infant eighteen hours old in whom the 
intestines protruded as a large mass from the umbilicus, covered 
only by a thin capsule of a greatly stretched out umbilical cord. This 
capsule was very firmly attached to the intestines, and during the 
process of separation the latter were badly torn. Fine silk sutures 
repaired the laceration, and the infant’s subsequent progress towards 
health was all that could be desired. 

We failed to find the aponeurotic covering of the recti muscles in 
one very fat and alcoholic patient, and in her case a relapse has taken 
place. 

Amongst the abdominal operations there were five cases which 
showed some suppuration in the wound. In two the staphylococcus 
albus was found, in one, the pneumococcus, in a fourth bacterium 
coli commune, whilst the germ in the fifth was not ascertained. In 
three of these the suppuration was slight and entirely superficial. In 
a fourth healing followed in a few days on the pulling out of a small 
piece of the continuous silk suture that united the edges of the fascia. 
In the fifth case a small sinus remained six weeks after operation, 
and the patient, refusing further treatment, left the hospital. 

This infection also had involved the fascial suture, and could have 
been perfectly easily cured by a procedure similar to that adopted 
in the other case. 

Only four of our six Cesarean sections (all of them successful) are 
included in this list. "When due care is taken in selecting cases suit- 
able for Cxsarean section this is amongst the easiest and safest of 
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abdominal operations. In every instance the uterus was stitched by 
interrupted sutures of fine silk, and the abdominal wall closed in 
three layers by the same material. We never failed to notice the 
thickening process that continuously went on, and could be observed 
in the uterine incision during the time it was being sutured. This 
retraction force has no connection with uterine contractions and pro- 
ceeds when the muscle is in a flabbily relaxed state. I have had 
occasion recently to perform Cesarean section for the second time on 
one of my patients, and was interested to note that within an interval 
of eighteen months all traces of silk sutures had disappeared not only 
from the abdominal wall but from the uterus; the scar in the latter 
formed no adhesions, and indeed was discernible with difficulty. It 
was felt, however, as a slightly less thickened portion of the uterus 
when it was grasped by one finger placed inside and the other outside 
that organ. 

Having now dealt briefly with some of the more interesting cases, 
I shall pass to a consideration of our methods :— 

The hospital contains two small, well lighted theatres, suitable for 
the carrying out of the aseptic principles of surgery. In one, all 
minor operations are performed, and in addition to these nearly all 
the vaginal colpotomy operations. For the latter the vulva is shaved 
and thoroughly washed by an assistant while the patient is under the 
anesthetic. 

Gamgee wool is held in a forceps, soaked in soap solution, and 
inserted into the vagina, and the latter is thoroughly scrubbed out, 
the action of the soap being aided by a douche; when this process is 
completed the vagina is well plugged with lumps of cotton wool 
soaked in biniodide of mercury solution. The patient’s legs are placed 
in sterilized bags, and these are connected together by an abdominal 
apron, which enables the operator at any time to make a bimanual 
examination without touching the skin of the abdomen. 

A piece of waterproof sheeting specially prepared to withstand 
repeated boilings is stitched to the perineum just above the anus, and 
serves admirably to protect the field of operation from contamination. 
Gloves have been worn almost without exception in all vaginal work 
for the past twelve months. 

Theatre No. 2, as originally designed by Sir William Smyly, 
consisted of an exceedingly small room that might almost have been 
called a box. It was lighted by a northern light, and was entered 
from another room where all the disinfecting processes took place, 
and where, from a large elevated platform, the students viewed the 
operation through a plate glass screen. This screen, cemented into 
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the lateral walls and reaching from floor to ceiling completely divided 
the rooms. 

The extended use in surgery of the Trendelenburg position 
necessitated the turning of the patient’s abdomen to the light and 
away from view of the students. This resulted in much dissatisfac- 
tion, and continuous complaints reached me that it was impossible 
for lookers on to follow the various steps of operations. For this 
amongst other reasons, and acting on the suggestion of Sir William 
Smyly, I determined on its alteration. The screen has been pushed 
back so as to provide ample room in the theatre proper, and students 
now enter by a door other than that placed in the glass screen. They 
stand on raised platforms with their backs to the windows, and they 
obtain an exceptionally good view of the operation. Doors are 
bolted at the beginning of the operation, and late comers can as here- 
tofore look through the screen. 

One basin with hot and cold water connections worked by elbow 
levers is fixed in the theatre for the purposes of hand washing during 
operation; its waste-pipe passes through the wall of the theatre and 
opens into the air unconnected with any trap or sewer pipe. 

All the sterilizing apparatus is separated from the theatre proper 
by the screen, and in this screen is placed a small lift-up window to 
enable disinfected instruments to be handed into the theatre during 
an operation. Our city water supply is very pure, and we have not 
seen any necessity for its special sterilization before employing it for 
hand washing. It is our invariable custom to fill the abdomen with 
saline solution at the termination of all abdominal sections, and to 
use a similar solution in which to soak “wipes” before they are placed 
within the abdomen. For these solutions the tap water is submitted 
to a special process of sterilization which deserves a passing notice. 
The cold water is passed through a Pasteur’s filter and is discharged 
into a large sealed tank, from which a copper pipe, passing through 
the screen, conveys the filtered water to the theatre; a second pipe 
running parallel to this one carries water from a copper receptacle 
beneath which a gas burner is placed, and the hot and cold taps for 
sterilized water lying side by side enable a nurse to obtain very 
readily water of any required temperature. To filter the hot water 
by a Pasteur’s apparatus would be an easy matter, but this has not 
seemed necessary. 

Since January, 1904, we have worn gloves without intermission 
for all abdominal sections; their employment seems in no way to 
hamper, whilst the satisfaction of feeling that one cannot infect one’s 
patient adds immensely to the confidence of the operator. 
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In order to avoid the injurious influence of mercurial antiseptics 
on the skin when imprisoned within gloves we have adopted the 
following plan with excellent results. 

After the usual thorough scrubbing with soap, nail brush and hot 
water, the hands are soaked in one in 1,000 solution of biniodide of 
mercury dissolved in 70 per cent. methylated spirit with 30 per cent. 
water. To remove this antiseptic from the skin the hands are well 
rinsed out in pure methylated spirit; some of this is also poured into 
the gloves after they have been emptied of the hot water in which 
they have been boiled. The methylated spirit acts as an efficient 
lubricant and permits the glove to be readily slipped on. The 
epithelium by its means is kept hard and dry, and is neither roughened 
nor burned by the prolonged action of alcohol. We have proved by 
numerous bacteriological examinations that the hands remain sterile 
even at the end of a two hours’ operation; this being so, a needle 
puncture or even a slightly larger hole made in the glove is a matter 
which no longer excites uneasiness, for we know that any fluid which 
may possibly escape from these will be sterile. 

When time permits, the skin of the abdomen undergoes the usual 
process of preparation, and has a biniodide spirit pad of the solution 
above named placed over the site of operation. 

We do not scrub with soap and water before the operation and 
while the patient is under the anesthetic, for we believe that violent 
scrubbing with a nail brush at this time mechanically injures and 
devitalizes the living epithelium, leaving it in a condition less likely 
to withstand the attacks of germs. 

We rub the abdomen over with ether and then with biniodide 
solution, and finally paint the skin with tincture of iodine, or better 
still with saturated solution of picric acid in spirit. All these pro- 
cedures have for their object the hardening of the epithelium and 
disinfection of its surface layer. It is of little consequence to us 
what germs may lurk within the deeper recesses of the skin if we can 
prevent them sweating to the surface, and this object can be attained 
with more or less success by following out the above procedure. 

A Kécher’s sheet is stitched to the abdomen to prevent its slipping 
from its proper position throughout the operation. 

Repeated exposure of culture plates placed in different parts of 
the theatre have demonstrated the atmosphere singularly free from 
pathogenic organisms. They occurred in greatest number in the 
neighbourhood of the patient’s chest and obviously resulted from air- 
currents caused by the patient’s, the anesthetist’s, and the operator's 
breath, together with that of his assistants. To mitigate this evil we 
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now place a screen on the chest of the patient to shut out the field of 
operation from her breath, as well as from that of the anesthetist, 
whilst mouth bags are worn by operator and assistant. 

Culture colonies increase in number the nearer the floor is ap- 
proached, and the latter is therefore kept in a constantly damp 
condition to fix the dust and microbes that may fall on it. 

Students are provided with white coats during their stay in the 
theatre, but we have not made them wear mouth bags. It is evident 
therefore that in their breathing, coughing, and sneezing, and 
occasional talking, septic air currents to a considerable degree must 
arise. This being so, it has always appeared to me rational to dilute 
these germs by opening the theatre window. I know that such a view 
will obtain no general acceptance, but I personally have never been 
able to trace the remotest ill consequence to the course, and it cer- 
tainly conduces to the comfort of those in the theatre. 

If septic matter escape into the pelvis during the course of an 
operation, our operating table is immediately screwed into a position 
the reverse of the Trendelenburg position, with shoulders raised and 
pelvis lowered, and an assistant holds back the intestines while the 
infected area is douched out with copious quantities of saline solution. 
This position is very readily obtained in our excellent operating table 
of German manufacture. It is aseptic in design, can be elevated or 
lowered with the patient on it, by a few turns of a handle, while 
another handle works the Trendelenburg and its reverse position in 
an absolutely perfect manner. The price of the table is, I believe, 
£13, and its efficiency is not excelled by that of any other of which 
I have had experience. 

If there be reason te believe that septic matter has escaped into 
the pelvis we drain either with Keith’s tube through the abdomen or 
with iodoform gauze through the vagina. 

The head of the patient’s bed is also kept raised on blocks for 
several days to confine infection to the pelvic region, as far as possible, 
and we think we have observed cases where this postural treatment 
succeeded in limiting the infected area. 

At the completion of every abdominal section, the cavity is filled 
with saline solution before the abdomen is closed, as we believe that 
this lessens subsequent discomfort and thirst, provides a readier 
means for omentum and intestines to roll into normal position, and in 
the event of septic infection, dilutes the poison and brings it into 
direct contact with a larger phagocytic area. 

The abdomen is closed in three layers; peritoneum with No. 2 
and aponeurosis with No. 4 silk, both boiled in corrosive sublimate 
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solution. The skin wound is brought together with a sub-cuticular 
suture of silk-worm gut; the two extremities are passed through holes 
bored in a leaden plate which latter is placed on the wound along 
its entire length; the ends of the ligature meet in the middle of the 
plate and are tied together. 

In the event of the lower angle of the wound requiring drainage 
the leaden plate is an invaluable means of keeping the upper portion 
of the wound dry, and of preventing its contamination by sopping- 
wet dressings. 

My main reason for entering into such minute details of 
theatre management is that I may succeed in eliciting some 
expression of opinion on what may be deemed the practical require- 
ments of aseptic surgery, as we at present understand the term. I 
cannot attribute any of my failures to faults in theatre construction, 
and this too I feel confident will be the verdict of every impartial 
reader of this paper. This being so, it does not seem too much to say 
that our theatre, simple in construction, and inexpensive in its 
fittings, with its well tiled floor, and its smooth cemented walls 
painted with Rippiline enamel, satisfies the requirements of our 
present aseptic knowledge. 

If this conclusion be granted, and it should not be set aside on 
mere theoretical grounds, a crushing argument is furnished against 
the wasteful expenditure in theatre construction and fittings so 
fashionable in the present day. Tens of thousands of pounds sub- 
scribed by the charitable public have been lavished in an effort to 
reach perfection. Architectural extravagance has been permitted a 
loose rein, and allowed to run riot, with results which have converted 
the simple workshop of the surgeon into a showroom which might 
well serve as a dazzling advertisement for a quack electrical specialist. 
Fortunate will it be for us if future generations do not find just cause 
for censure in this extravagance. 

I cannot conclude this paper without recording my sense of 
gratitude for the valuable help afforded me by my assistants, and 
more particularly by my nursing sister, Sister McIlroy, who has been 
associated with me from the first and has devoted herself to the work 
with a whole-hearted enthusiasm. 
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A Case of Fibro-myoma of the Uterus undergoing 
Sarcomatous Change.* 


BY 


W. S. A. Grirriru, M.D., Assistant Obstetric Physician to St. 
Bartholomew's Hospital, London, 


AND 


Herpert Wiiiiamson, M.B., Demonstrator of Practical Obstetrics, 
St. Bartholomew’s Hospital Medical School. 


G.F., aGED 56, was admitted into St. Bartholomew’s Hospital under 
the care of Dr. Herringham, on June 27th, 1905, suffering from 
abdominal pain and diarrhea. 

The patient had been a widow for nineteen years. She had never 
been pregnant. Very little is known of her past history except that 
six years previously she had attended the hospital as an out-patient, 
on account of an abdominal tumour and of excessive losses at her 
menstrual periods. At that time she was seen by Dr. Champneys, 
who diagnosed uterine fibroids, but advised that, as she was not a fit 
subject, no operation should be performed. 

At the beginning of May, 1905, the patient commenced to suffer 
from abdominal pain, cough and night-sweats; on June 25th from 
persistent headache, and from diarrhea, passing 3 or 4 loose motions 
aday. At the time she presented herself at the hospital her tempera- 
ture was 101°F. The symptoms were suggestive of enteric fever, and 
she was sent into the ward with this provisional diagnosis. 

On admission, her condition was thus described :— 

“A stout, heavily-built woman, with no marked anemia. 
Temperature 101°F. Pulse 100, of fair volume and tension. 
Respirations 28 per minute. Tongue coated in the centre, red at 
the edges. Nothing abnormal is discovered in heart or lungs. 

“Per hypogastrium, a large firm tumour rises out of the pelvis, and 
reaches to two inches above the umbilicus; it lies more on the right 
than on the left side of the abdomen. The spleen cannot be felt. 


* Read at a Meeting of the Obstetrical Society of London, held on January 3rd, 
1906. For the discussion see under “ Reports of Societies,” in this number of the 
Journal. 
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Blood-count—no diminution of red-blood corpuscles, leucocytes 
11,000. The blood was tested for Widal’s reaction, a dilution of 
1 in 40 was used; two or three small clumps were observed but the 
reaction was not sufficient to justify a positive diagnosis.” 

On July 4th the test was re-applied, using a dilution of 1 in 20; 
there was agglutination. This was repeated on July 6th, again with 
a negative result. 

After admission the diarrhea ceased, the temperature ran an 
irregular course, varying between 99° and 101°; the woman was 
obviously ill and there was difficulty of respiration in the recumbent 
posture, although there were no physical signs to indicate any 
pathological condition in the lungs. 

On July 17th, she was seen by Dr. Champneys, who made the 
following note :— 

“Per hypogastrium. <A hard tumour reaches 2} inches above the 
navel; the abdomen is not tender. 

“Per vaginam. The vagina admits one finger only, the cervix is 
small and high up. 

“Bimanually. The abdominal mass moves with the cervix. 

“Per rectum. Nothing further is discovered. 

“The patient has a large fibroid which is freely moveable. The 
pelvic tissues feel normal; there is no reason to connect the tempera- 
ture with any pelvic condition.” 

Between July 11th and August 8th the patient’s general condition 
became steadily worse. The temperature remained persistently above 
the normal, and on several occasions rigors occurred, with a further 
rise of temperature to 103°. There were sometimes attacks of 
abdominal pain, and the patient complained also of pain in the chest. 
On July 11th peptone was detected in the urine. A note was 
made: “The presence of peptonuria suggests that some necrosis is 
going on, possibly in the fibroid.” On August 2nd cultures were 
taken from the blood with a negative result. From August 
15th to 17th hemorrhage occurred from the vagina; a con- 
siderable quantity of blood was lost, and clots were passed. A 
day or two after the cessation of this hemorrhage the patient was 
seen by Dr. Griffith. In view of the facts that she was getting 
gradually worse, and that the uterine tumour was the only patho- 
logical lesion that could be discovered, he urged that an exploratory 
operation should be undertaken. The patient however refused her 
consent. 

By August 22nd the general condition was much worse, the pulse 
was now 120 and the respirations were 40 per minute; injections of 
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10c.c. of anti-streptococcus serum were administered twice daily. 
On this date the following note was made : — 

“Over the right lung in front there is loss of resonance and the 
breath sounds are weak. Behind, there is impairment of percussion 
note at the right apex, the breath sounds are weak and the vocal 
resonance increased.” 

It was now suspected that the uterine tumour was of a malignant 
nature, and that secondary deposits were present in the lung. 

From August 24th to 29th there was hemorrhage from the vagina, 
large clots were passed each day. 

The patient then requested that the operation might be performed, 
and on September Ist she was transferred to Martha Ward, under 
the care of Dr. Griffith. 

Her general condition was, however, now such as to contra-indicate 
operation, and she gradually sank and died on September 10th. 

Post mortem examination. The condition of the uterus will be 
described immediately. The only other part of the body in which 
growths were found was the thorax. The following note is taken 
from the post mortem book :— 

“On opening the thorax a large mass of soft growth was seen 
occupying the region of the upper lobe of the right lung. It was 
loosely attached to lung and pleura and came away easily in the 
hand; it was the size of a large orange. On section it consisted of 
soft, brownish-red material, intersected by honeycomb-like structures, 
similar to the large mass in the uterus. Both lungs contained several 
smaller masses, dark in colour, some of which were easily enucleated ; 
on section they also reproduced closely the appearances of the uterine 
tumour.” 

The heart, liver and kidneys all showed evidence of fatty 
degeneration. No other lesions were found. 

Description of the Specimen. The specimen consists of the left 
half of a uterus. The organ is enlarged, the part preserved measur- 
ing 8} inches in length, 4} inches antero-posteriorly and 2? inches 
from side to side. The external surface, smooth and covered by 
peritoneum, presents a number of small bosses due to the presence of 
sub-peritoneal fibro-myomata. 

At the lower part of the specimen is the cervix uteri, its canal is 
dilated, its lips are patulous, and the supra-vaginal portion is stretched 
and elongated to a length of 2} inches; only faint traces of the arbor 
vite are visible, but portions of the mucosa from the upper part of 
this canal have been submitted to microscopical examination and 
exhibit the characters of cervical not corporeal endometrium. At a 





PLATE I. 


SAGITTAL SECTION THROUGH UTERUS AND GRowTH. 
A.—Cervix uteri. 
B.——Uterine cavity containing fibroid polypus. 
C.—-Large interstitial growth in anterior wall of uterus, in part 


a fibromiyomna, in part a SAarCcora, 
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spot on the external surface corresponding to the fundus uteri is the 
point of attachment of the Fallopian tube and of the round and 
ovarian ligaments. The round ligament is hypertrophied and elong- 
ated. The fimbriated end of the tube is closed and is closely adherent 
to the cystic ovary ; a small opening has been made into the distal end 
of the tube and a glass rod passed along its lumen towards the uterus. 

On section the greater part of the specimen is composed of a group 
of tumours growing in the anterior wall of the uterus. The uterine 
cavity lies at the lower part of the specimen, it is dilated and occupied 
by a fibroid polypus attached by a slender pedicle of mucous mem- 
brane to the anterior wall. The axis of the uterine cavity is almost 
at right angles to the cervical canal, and is directed backwards; the 
cavity is enlarged, measuring four and a half inches in length. 

The walls of the uterus are hypertrophied; the posterior measures 
5ths of an inch in thickness; the anterior contains interstitial 
tumours. One of these tumours occupies the highest part of the wall; 
it is the size of a golf ball, is encapsuled, and is composed of dense 
white tissue. Microscopical sections show that it is a fibro-myoma. 
A second growth, smaller, but possessing similar characters, 
lies lower down in the wall a short distance above the uterine cavity. 
The third tumour, much the largest of the three, presents very re- 
markable characters. It measures 53 inches in length, 43 inches 
antero-posteriorly; it is interstitial, surrounded everywhere by the 
fibro-muscular tissue which constitute the anterior wall of the 
uterus, and is composed of two varieties of growth :— 


(a) Dense, white, fibrous-looking tissue, the continuity of 
which has become broken by the presence of 


(b) Masses of friable material of a deep red or brown colour. 


This latter material is situated chiefly in the posterior part of the 
tumour, and in its general appearance closely resembles blood-clot. 
Microscopic sections show that the dense white part of the tumour 
is a fibro-myoma, whilst the friable red portion is a sarcoma. 


The fibroid polypus which occupies the uterine cavity can be easily 
displaced, it is then found that the cavity is everywhere lined by a 
smooth mucosa entirely free from new growth. 


It is important to note once again that the whole mass (fibro- 
myoma and sarcoma) is encapsuled, and whilst the sarcomatous 
elements have extensively invaded the fibro-myoma, as far as can be 


ascertained without mutilating the specimen, the uterine wall is but 
little affected. 
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Description of Microscopical Appearances. 

(1) Section from the firm white part of the tumour. The section 
presents the appearances commonly seen in a degenerate fibro- 
myoma; it is composed of interlacing bands of unstriped muscle and 
of fibrous tissue. In some parts the nuclei still possess their usual 
staining reactions, in others they stain only feebly or not at all. The 
cell-fibres have lost their individual outlines and are represented by 
masses of almost homogeneous substance staining faintly with eosin. 
In some places are vacuolated areas and small cystic spaces formed 
by myxomatous degeneration of tissues, in other places are areas of 
inflammation with small-celled infiltration of the tissues. Only a 
few thin-walled vessels are seen scattered through the section. At 
one spot the fibro-myomatous tissues are invaded by an elongated 
strand of sarcoma cells. The characters of these cells are precisely 
similar to those to be described in the next section. 


(2) Section from the red, friable part of the tumour. The friable 
portions of the tumour are composed of a mass of cells of whose 
malignancy there can be no question. They are of very different 
sizes and shapes, most of them are round, some are elongated and 
spindle-shaped, some are very large and contain as many as six or 
eight nuclei; these may be designated “giant cells.” In nearly all 
the cells, the nuclei are large, active, and deeply-staining, sometimes 
they occupy almost the whole of the cell. The cells are separated 
from one another by a homogeneous inter-cellular stroma which 
stains clearly with eosin. At the periphery of the malignant portion 
are elongated cells with long, rod-shaped nuclei, these cells lie near 
to the muscle cells of the fibro-myoma, and both can be seen in the 
same field of the microscope. They are obviously malignant, but in 
their shape and form resemble muscle cells;* in most parts of the 
section, however, no such resemblance can be seen. No well formed 
blood-vessels are seen, but there are many vascular channels traver- 
sing the section. 


(3) Sections from the secondary growths in the lungs. The cells 
in these masses are all of the round and spindle-shaped varieties. 
There are no cells visible which resemble muscle-cells in either their 
form or arrangement. 


The study of the relation between sarcomata and fibro-myomata 
of the uterus is one which is beset with difficulties, and in which we 
must proceed with the greatest caution. 


*It is important to pay attention to this point, for, as we shall see later, many 
pathologists hold that sarcoma of the uterus commonly arises from muscle-cells. 














PLATE II. 





Section showing tissues of the fibro-myoma invaded by a strand 
of sarcoma cells. A, Sarcoma cells. B, Fibro-myoma. 














PLATE III. 





Section showing muscle bundles and sarcoma cells in the same 
field of the microscope. A, Muscle bundles. B, Sarcoma cells. 
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The subject is rendered the more complicated by the use of the 
term “ malignant degeneration” as applied to fibro-myomata. When 
an innocent tumour develops malignant characters we ought not to 
speak of the process as a degeneration; degeneration means a loss of 
vitality leading often through slow or more rapid gradations to 
ultimate death. Malignancy, on the contrary, implies an activity 
and vitality so great that along the track of the malignant invading 
cells the normal tissues are disintegrated and destroyed. 


Further, different writers use this term, inappropriate as it is, to 
indicate very different conditions :— 


(1) There may be present in the same uterus two entirely separate 
and distinct tumours, the one a sarcoma the other a fibro-myoma. 


(2) A sarcoma may originate in some more or less distant part of 
the uterine wall and subsequently invade a fibro-myoma. 


(3) A sarcoma may arise de novo in a pre-existing fibro-myoma : 
a new growth within a new growth. 


(4) Possibly the cells of which the existing fibro-myoma is con- 
stituted may assume malignant characters. 


All four of these conditions have been described under the name 
of “malignant degeneration.” 

Many authors have positively stated or tacitly assumed that all 
sarcomata of the uterine parenchyma have their origin in fibro- 
myomata. This doctrine, at one time widely accepted, has left its 
mark upon later writings, and even in recent papers there is often no 
clear distinction made between primary sarcomata, and fibro-myomata 
undergoing a malignant change. - 

Is the association of sarcoma and fibro-myoma a common one? 
For the answer to this question we must turn to published statistics. 

Dr. Cullingworth, in his admirably reported series of 100 fibro- 
myomata, met with only one sarcoma. 

Haultain, in a series of 400 cases, met with one sarcoma. Simpson, 
in 300 cases, met with none; MacDonald, in 280 cases, with three. 
On the other hand, Mrs. Scharlieb, in 100 consecutive cases, met with 
6 sarcomata, whilst Baker and Graves, out of a series of 33 cases, 
report 3 sarcomata. Here, then, in this town of London, the associa- 
tion appears to be six times as common in the practice of Mrs. 
Scharlieb, as it is in that of Dr. Cullingworth. What is the explana- 
tion? The diagnosis of sarcoma depends entirely upon the inter- 
pretation of certain histological appearances, one pathologist will 
accept these appearances as evidence of malignancy, another will 
7 








90 Journal of Obstetrics and Gynecology 


refuse to do so. This fact is brought home to us very forcibly, if we 
review the cases of reputed sarcoma of the uterus brought before the 
Obstetrical Society of London during the last few years. 

In 1902 Dr. Munro Kerr showed a small fibroid which, to quote 
his own words, exhibited “Groups of cells throughout the tumour 
which are not cross sections of muscle fibres. These are considered 
evidence of a sarcomatous change having occurred in this tumour.” 

The Pathology Committee reported :—‘‘ We can find no evidence 
of sarcomatous change in the tumour.” 

In 1901 Dr. Galabin showed a microscopic section of a tumour 
removed from an unmarried lady of 28. After removal the tumour 
was regarded as a fibro-myoma; a small piece was preserved for 
examination, the rest was thrown away. The Clinical Research 
Association reported it to be a sarcoma. Dr. Spencer differed from 
this view and regarded the section as part of a fibro-myoma. Un- 
fortunately the specimen was not referred to a Committee. 

In 1899 Dr. Amand Routh exhibited before the Society what he 
described as a myxo-sarcoma of the uterus. The Pathology Com- 
mittee reported :— 

“We are of opinion that this specimen is a fibro-myoma, showing 
extensive round-celled infiltration (inflammatory) with general 
thrombosis of vessels and mucoid degeneration in parts.” 


These instances might be multiplied, but we have said enough to 
show how extremely difficult it is to arrive at any trustworthy con- 
clusion regarding the frequency of the association. Mr. Doran has 
often pleaded the importance of after-histories—never with greater 
justice than in the case of these reputed sarcomata of the uterus. 

The changes which may occur in a fibro-myoma as the result of 
cedema, of degeneration, and of inflammation, lead to marked altera- 
tions in both the muscle fibres and the connective-tissue cells, altera- 
tions which are often interpreted as evidences of malignancy. 

In the case of the specimen before us there can be no question 
that we are dealing with a true sarcoma. Its constituent cells have 
all the characters which we associate with malignancy; the growth 
has unquestionably invaded surrounding tissues; metastatic deposits 
of a similar structure are found in distant organs, and, finally, the 
disease has killed the patient. 

To determine what is the relation of the sarcoma to the fibro- 
myoma is a matter of grave difficulty, and the discussion of this 
question will necessitate a brief review of certain other cases. 

We have already drawn attention to the fact that sarcoma and 














Griffith and Williamson: Sarcomatous Fibro-myoma 91 


fibro-myoma may co-exist in the same uterus under four different 
conditions. Let us examine each of these a little more closely. 


(1) The two growths may exist as separate and distinct tumours. 
For the proof of this statement we need only refer to a specimen 
exhibited before the Obstetrical Society on May “Tth, 1902, 
by Dr. Tate, and figured on Plate IVa of the Society’s Transactions 
for that year. The specimen was referred to a Pathology Com- 
mittee, of which one of us wasa member. The report was as follows: 


“We are of opinion that this specimen is a primary sarcoma of 
the body of the uterus, and that it is associated with a fibro-myoma. 
There is no evidence that the sarcoma represents a malignant 
degeneration of a fibro-myoma. There is a distinct line of demarca- 
tion between the two tumours. The microscopical appearances show 
that the malignant tumour is a mixed, round and spindle-celled, 
sarcoma, whilst the innocent tumour is undoubtedly a fibro-myoma. 
There is no evidence of invasion of the fibro-myoma by the sarcoma- 
tous growth.” 


It is quite clear that the specimen before us cannot be referred 
to this class. 


(2) A sarcoma may originate in a more or less distant part of the 
uterus, and subsequently invade a pre-existing fibro-myoma. For 
the proof of this statement we select a case published by Whitridge 
Williams in the American Journal of Obstetrics, vol. xxix., p. 753. 
Similar cases have been published by Raymond (Progres Médical, 
vol. ix., p. 741) and Gottschalk (Central. fiir Gyndkol., vol. xi., p. 242). 
Williams’s description is as follows :— 


“At the fundus, the uterine wall was one centimeter thick, its lower 
portion being of various thickness, for a nodular tumour four centi- 
meters in diameter occupied its anterior wall and extended down to 
the os internum. The surface of the tumour projected into the 
uterine cavity and presented a jagged, irregular, ulcerated appear- 
ance. The rest of the uterine cavity showed no trace of its normal 
mucous membrane, but presented an irregular villous necrotic surface 
which was composed of a soft tissue rich in vessels, and which ap- 
parently extended down into the muscularis.” 


Microscopic sections from this irregular villous growth showed it 
to be a spindle and round-celled sarcoma containing some giant cells. 


“Sections from various parts of the specimen clearly show that 
the sarcomatous new growth is limited to the inner surface of the 
uterus and extends only a short distance into its walls. It is probable 
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that it originated in the mucosa, but as no trace of the endometrium 
remains, positive proof for this mode of origin cannot be adduced. 
Sections through the upper part of the large myomatous nodule and 
the adjacent portions of the uterine wall and cavity, show clearly that 
the growth did not originate in the myoma, but only involved the 
portions of it which were adjacent to the uterine cavity, just as it did 
the other portions of the uterine wall.” 


It is a fact worthy of note that in the three similar cases of which 
we have found records the sarcoma appears to have had its origin in 
the endometrium. 


Can we place the specimen before us in this group of cases? We 
believe not—certainly the sarcoma did not arise in the endometrium, 
for this structure is everywhere intact, and the examination of micro- 
scopic sections reveals no pathological change beyond some flattening 
and atrophy due probably to pressure. Nor can we find any evidence 
to justify the view that it arose in the fibro-muscular wall of the 
uterus; we have examined sections of the uterine wall in the im- 


mediate vicinity of the tumour, and find them free from evidence of 
malignant disease. 


We are compelled then to place this tumour in one of the two 
last groups we have enumerated ; and in our opinion, the present state 
of our knowledge of the histo-genesis of malignant tumours in general 
does not permit us to distinguish definitely between them. 


We find no difficulty whatever in accepting the doctrine that a 
tumour, originally innocent in both its clinical characters and micro- 
scopic appearances, may become malignant: but whether the cells of 
the existing tumour assume malignant characters, or whether the 
malignant growth arises de novo in the innocent tumour and by its 
invasion destroys and replaces the tissues of its host, we cannot say. 


A fibro-myoma is composed of two varieties of tissue, muscle cells 
and connective-tissue cells, and in most cases it is from one or other 
of these forms of tissue that the cells of the sarcomata are derived. 
We say “in most cases,” for in a few rare instances the growths have 
arisen from lining cells of blood-vessels or of lymph channels. These 


cases of uterine endotheliomata are however, admittedly, few and far 
between. 


Has the sarcoma arisen from muscle or from connective-tissue 
cells? 


Many authors have described a malignant change occurring in 


muscle cells. To the form of tumour thus constituted the term 
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“Jeiomyoma malignum” has been applied. Clinically these tumours 
are distinguished by their rapid growth, by their tendency to recur 
after removal, and by the development of metastases of similar 
structure in the lungs and other viscera. On microscopic examina- 
tion the cells are seen to be elongated and of many varieties. 
Ulesko-Stroganova, von Kehlden and Whitridge Williams, 
state that they have traced every stage of the transition 
from an apparently normal unstriped muscle-fibre on the 
one hand to a sarcoma spindle-cell on the other. Round 
cells and giant cells, often containing many nuclei, are com- 
monly met with, and in general it is only at the periphery of the 
growth that the resemblance to muscle-fibres can be traced. 

German and American pathologists regard the muscle cell as the 
commoner site of origin of the malignant growth; on the other hand 
the view of the members of the Obstetrical Society of London has 
hitherto been that sarcoma arises only from the connective-tissue 
cells. This is the view expressed by Dr. Horrocks, and recorded in 
the Society’s 7'ransactions for 1898, p. 178, and again in the Jrans- 
actions for 1901, p. 226, and at neither of the meetings were his 
opinions controverted. 

We have pointed out in our description of the microscopic appear- 
ances of this specimen, the resemblance in shape and form, at the 
growing edge of the tumour, between the sarcoma cells and the 
adjacent muscle-fibres. The cells are elongated and pointed at each 
end; the nuclei, enormously enlarged and in process of active division, 
are in some cells still rod-shaped, in others rounded, and further the 
cells are still grouped together in the form of bundles and strands. 
These appearances certainly suggest that the sarcoma may have 
arisen from muscle-fibres. Other cases have been described which 
render equally probable a connective-tissue origin, and the truth is 
that from either of these cells a malignant growth may arise. We 
see no need to introduce a new term such as “leiomyoma malignum,” 
both the tissues are of mesoblastic origin and a malignant neoplasm 
of either is correctly described as a sarcoma. 

We regard the specimen as an instance of sarcomatous change 
occurring in a fibro-myoma. Whether the sarcoma has arisen de novo 
in a pre-existing fibro-myoma, or whether the cells of the fibro-myoma 
have assumed malignant characters, we do not pretend to say. 
Further, from the microscopical appearances seen at the growing 
edge of the tumour, we think it quite possible that the sarcoma may 
have, at least in part, originated in muscle cells. 
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Milligan: Pyelonephritis of Pregnancy 


*On a Case of Pyelonephritis of Pregnancy. 


By W. AnsrruTHeR Miiiican, M.B. (Aberd.), F.R.C.S. (Edin.), 
Late Registrar, Hospital for Women, Soho Square, London, W. 


PYELONEPHRITIS commencing during pregnancy has not, so far as I 
can gather, been brought before the notice of this Society, and as I 
have recently been able to study such a case, I have thought it well 
to make it the subject of a short communication. 

Whilst I was Registrar to the Hospital for Women, Soho Square, 
a patient with the following history was admitted under the care of 
Mr. Drew, to whose kindness I am indebted for permission to make 
use of it :— 

Mrs. Y., et. 23, was admitted to hospital on January 9th, 1904. 
She had been married two years, and had had two children, the latter 
of whom was born three weeks previous to her admission. The 
history she gave was that, until six weeks before her confinement, she 
was, so far as she knew, perfectly well. About this time she began 
to suffer from indefinite pains in her left loin, radiating over the 
abdomen and into the back. About the same time she noted that 
her water was thick, and that it sometimes had a disagreeable smell. 
She felt ill, and was more or less confined to bed. She was under 
medical supervision, and was evidently feverish, as she says that her 
temperature was regularly taken. Nothing definite was found to 
account for her symptoms. The confinement, which took place at 
full time, was perfectly straightforward. 

Subsequently, the symptoms not abating, she came to hospital 
for advice. On admission, the patient had a temperature of 101°F., 
and looked very ill. Examination revealed a large, dull, immobile 
swelling in the left kidney region, extending back to the spinal 
muscles and down as far as the brim of the pelvis. Faint, deep 
fluctuation was detected, and pressure over the swelling caused pain. 
The urine was acid, had a sp. gr. of 1015, and contained a large 
amount of pus. Pelvic examination revealed nothing abnormal. 

Mr. Drew explored retro-peritoneally, and evacuated a large 
amount of pus from the much distended pelvis and ureter of the left 
kidney. No stone or caseating matter was found. The kidney was 
slightly disorganised. Drainage was employed, and the patient 


*Read Jan. 3rd, 1906, at a Meeting of the Obstetrical Society of London. 
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gradually recovered, and was discharged. Her urine was acid 
all through, the pus gradually disappearing. She was seen again 
in October, 1905, and reported that, since leaving the hospital in 
March, 1904, she had been perfectly well and had gained flesh. 
She had had another child, nine months ago, but no return of her 
previous trouble. 

Such then is the history of the case—a woman attacked in her 
seventh month of pregnancy with pain in the left side and the back; 
thick urine was passed, and there was a general feeling of malaise. 
The symptoms were not relieved till the operation took place, when 
a pyonephrosis of the left side was evacuated and drained. 

The sequence of events in this case was probably due to the fact 
that a pyelonephritis was set up in consequence of (a) some pressure 
on the ureter rendering the kidney and its pelvis a “ point of least 
resistance,” and (b) the entrance of some pyogenic organism, the 
pyelonephritis subsequently becoming complicated by a pyonephrosis. 

It may be that originally there was a hydronephrosis, caused by 
pressure on the ureter, and that this hydronephrosis subsequently be- 
came infected. The history points to the first as being the more likely 
sequence of events. That pyelonephritis can commence during 
pregnancy, I mean that it may begin as a direct result of the patient 
being pregnant, I do not think anyone will doubt. 

In order to induce this pyelonephritis we must have (1) a pre- 
disposing and (2) an exciting cause. 

1. The predisposing cause is pressure exerted on the ureter in some 
part of its course, and consequent production of stagnation of the 
urine and dilatation of the parts above the point compressed. The 
most widely accepted view is that the ureter is nipped between 
the gravid uterus and the pelvic brim—a theory which has received 
support on account of the fact that the trouble is in a very large 
proportion of cases on the right side, to which side there is said 
to be a normal inclination of the uterus, aggravated when it becomes 
pregnant. Another theory recently advanced by Cathala? is that 
the constriction is brought about by the traction exerted on the 
ureter by the inferior uterine segment. With this latter theory 
I am more inclined to agree, as it seems to me to explain better— 
(1) those cases which commence early in pregnancy before it is 
possible for the uterus to exert any pressure on the ureter by nipping 
it against the pelvic brim; (2) those cases commencing after labour, 
when the uterus is supposed to sink down into the pelvis and drag on 
the ureter. In the Lancet of September 9th, 1905, a case commencing 
after labour is recorded by Chatelain.*!' In addition to this, as 
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predisposing causes, we have the congested state of the organs and 
the overwork, conditions common to pregnancy and favourable to 
the growth of organisms should they gain admittance. 

2. The exciting cause is some pathogenic organism gaining 
entrance to the kidney by means of the blood or lymph stream. 
The chief offender seems to be the colon bacillus, the virulence of 
which is no doubt attenuated on account of the constipation so 
common amongst pregnant women. In the case recorded above I 
am sorry I cannot vouch for the organism, as no bacteriological 
examination was made. 

The infection may be “ascending,” in which case the history is 
altogether different, and usually the offender is the streptococcus or 
staphylococcus. 


The recorded cases show that pyelonephritis is usually unilateral 
and right-sided—a point touched on before. It seems also to be more 
frequent in primtpare. Some may object that, as the pyelonephritis 
of pregnancy is a rare occurrence, there must be some particular, 
rare combination of events to produce it. In reply to this I ask, is 
pyelonephritis as rare as we think? May not a good many of the 
cases of so-called albuminuria of pregnancy be in reality cases of 
pyelonephritis? This can only be answered bya systematic examina- 
tion of the urine for pus in all cases where we find albuminuria. 
The insidious onset of such cases may often be misleading as to 
diagnosis. Then again, the duration may only be a matter of 10—12 
days, perhaps less. Symptoms also may be intermittent, due to a 
temporary lessening of the pressure on the ureter. The character of 
the urine varies according to the stage of the illness at which the 
examination takes place. It is usually acid, and contains pus and 
epithelial débris. Bacteriological examination will reveal the 
presence of the offending micro-organism. It is possible that those 
who have had previous kidney trouble will be more liable to suffer 
from the pyelonephritis of pregnancy than those who have perfectly 
healthy kidneys, but of this point I have no definite proof. 

The description of the pyelonephritis of pregnancy belongs to 
recent years; our knowledge of it comes very largely from French 
authors. The first mention of it is made by Rayer! in 1841, but 
the first real description was not given till about 1892, when Reblaub ? 
read a paper entitled “Des infections des reins et du_ bassinet 
consécutives & la compression de l’urétere par l’utérus gravide.” 
Since then we have periodical literature appearing on the subject, a 
full list of which I append to this paper. This I have gone through, 
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and will very shortly recount the more important of the various 
conclusions. 


Bonneau, in 1893,3 publishes his researches, and comes to the 
conclusion that compression of the ureters is frequent during the 
course of pregnancy, and that this compression places the kidney and 
upper part of the ureter in imminent danger of infection. The 
infection, he says, comes from the intestine through the blood-stream. 


Weill,!! in 1898-99, says the infection may (1) enter through the 
blood, or, (2) enter through the lymphatics, or, (3) may be ascending, 
the kidney being attacked as the point of least resistance. 


Reid,!° in 1899, speaks of the disease as rare. He mentions two 
causative factors—(1) ureteral compression, (2) infection. Compres- 
sion may, he thinks, be easily explained by the close relation existing 
between the ureters and the uterus on one hand, and the pelvic brim 
on the other. He quotes Cruvelhier as pointing out that in his 
experience all women who died during pregnancy or soon after 
delivery had dilated ureters. That the right kidney is the one 
usually attacked he considers to be due, as pointed out by Vinay, 
to the normal inclination of the uterus to the right, intensified in 
pregnancy. He regards the infection as due to the colon bacillus. 


Brédier,!® in 1901-02, calls special attention to the fact that cases 
diagnosed as albuminuria may possibly be cases of pyelonephritis. 


Balatre,!’ in 1903, writes that pyelonephritis usually commences 
about the fifth month, and is caused by retention due to compression 
of the ureter and the entrance of an infective organism ascending 
or descending. 


In more recent times the most important work on this subject is 


found in papers by Cathala, Opitz and Ziegelmann. 


Cathala,?* writing in 1904, comes to the conclusion that there are 
two great causes—(1) predisposing; weakness of the kidney in the 
matter of resistance, compression which he attributes to the tension 
produced on the ureter by the inferior segment of the uterus; (2) 
determining: entrance of colon bacillus through the blood stream 
into the kidney. He recognises two stages in the clinical picture— 
(a) a pre-suppurative, and (b) a suppurative. 

Opitz, in 1905 (Zerts. fiir Geburts. und Gynidkol., Vol. lv.), writes 
a full account of pyelonephritis of pregnancy.* He bases his paper 
on 79 cases. Pregnancy tends to bring about pyelitis (cysto-uretero- 


*See abstract by Dr. Andrews in the Journal of Obstetrics for November, 1905, 
vol. viii., No. 5, p, 327. 
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pyelo-nephritis) ; there are three modes of infection—(1) an ascending 
from the bladder; (2) from the urine, i.e., really from the blood; 
(3) from the lymph channels, which last may account for some 
cases occurring during the puerperium. One or both ureters 
may be dilated, usually the right as it lies further from the 
mid-line and so is less protected. The urethra always con- 
tains micro-organisms; it is likely that these get into the 
bladder during pregnancy owing to congestion and occasional 
retention. The valve-like communication between the bladder 
and the ureter usually protects the latter from ascending in- 
fection. Urine is squirted into the bladder intermittently and 
the valve closes. Dilatation of the ureter occurs and a column of 
stagnant urine fills the lower part of the ureter, and thus is established 
free communication between bladder and ureter. Pressure on the 
ureter from flat pelvis is less likely to occur. Kinking of the ureter 
due to a low position of the kidney may be a cause of dilatation 
during pregnancy. (Kelly.) Pressure, says Opitz, is exerted on the 
ureter as it crosses the brim. If pressure were exerted by the lowest 
part of the foetus pyelonephritis would be most common during the 


last two months. This is not so; the symptoms commence at the 
fifth month. 


Ziegelmann,”® in 1905, writes that compression of the ureters 
between the enlarged uterus and the pelvic brim, coupled with the 
entrance of an organism either ascending or descending, is the cause 
of pyelonephritis. More usually the infection is a descending one, 
the organism, the colon bacillus, being brought to the kidney by 
means of the blood-stream. He points out that the inflamed ureter 
may be felt per vaginam. 


Such are the opinions I have been able to abstract from the papers 
to which I have had access, and they all agree in the main. The 
point of interest lies in the question as to where and how the ureter 
becomes compressed, for compression seems to be an essential element 
rendering the kidney and the pelvis capable of being attacked by some 
pathogenic organism. I cannot suggest any other theory than those 
mentioned above, and yet at the same time we still seem to need 
something more definite to account for the compression. There are 
many other interesting points that could be raised, as, e.g., treatment, 
prognosis to mother and child, relation to eclampsia, and the question 
of the treatment of one suffering from pyelonephritis during the 
lying-in period, but time will not permit. 
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On the Treatment of Puerperal Eclampsia by large 
doses of Morphia, with a series of hitherto un- 
published statistics from the Rotunda Hospital, 
Dublin,* . 


By Rocer pr ta Harpe, M.D., Switzerland, formerly second assistant 
to Prof. E. Bumm, Women’s Hospital, Basle. 


THERE is no subject in obstetrics to which a greater interest attaches 
than to that of eclampsia. It may with truth be said that our know- 
ledge of its pathology is as obscure as the symptoms of the disease are 
well known. Theorists, however, of recent years have shown a re- 
markable agreement in attributing the symptoms to an auto- 
intoxication of some kind. It seems reasonable, from anatomical 
indications, to assume the truth of this; but as to whether the poison 
is generated in the liver or in the kidneys, or is absorbed from the 
intestines, it is not the purpose of this paper to discuss. Neither is it 
intended to deal with the tissues in which it is most likely to be 
deposited. Much confusion has arisen from, and much harm has 
followed the dogmatic statements of would-be authorities concerning 
this disease; statements that can in no way be substantiated. For 
example, Edgar writes:—‘ Expectant or palliative treatment will 
almost surely be followed by death of the child, and about one-third 
of the mothers succumb(!) But if the uterus is promptly evacuated 
by suitable surgical means the child’s life is preserved and the mother 
is practically subjected to no danger.” 

It will be shown later, on what a small foundation of fact these 
statements are based; but although such assertions as these may be 
disproved, they will in all probability influence the treatment for 
many years. Operative treatment, in the writer’s opinion, is to be 
condemned as dangerous and useless. It is a fact that in many cases 
the fits continue after the uterus is evacuated, as proved by the 
following statistics :—In Schauta’s Clinique, with a total of 342 cases 
of eclampsia, in 82 cases the fits originated after the birth of the 
child. In 185 cases, in which the fits had begun during the labour, 
123 did not improve after the delivery, and in 50 of these the fits 

*Read before the Obstetrical Section of the Royal Academy of Medicine of 


Ireland, November 17th, 1905. For the discussion upon it see this Journal for 
January, 1906, p. 70. 
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even increased in intensity. In the Clinique of Rostock, out of 
63 cases there were only 18 in which the fits entirely ceased after 
delivery. Herman, in analysing 2142 cases of eclampsia, shows that 
active treatment gives 1 to 2 per cent. better results than expectant 
treatment of the most diverse kind, but even here it must be re- 
membered that operative measures were performed in hospitals under 
the most favourable conditions. 

It has fallen to the writer’s lot to see three cases of eclampsia 
successfully treated in the Rotunda Hospital during his short con- 
nection with that Maternity, and the results impressed him so 
favourably that he determined to compile the statistics of the disease 
for the last 18 years, 7.e., since the introduction of morphia as the 
treatment. These statistics have not before been published, and the 
results are so remarkably good that they deserve to be widely known. 
Before dealing with the figures, however, a few words must be said 
as to the special method of treatment. In the year 1892 Sir William 
Smyly, at that time Master, on consideration of the high mortality 
from eclampsia during the previous years, introduced the treatment 
by heroic doses of morphia warmly recommended by Veit. Then 
intervened a transitional period, 1892-1893, during which chloroform 
and choral were added to morphia as the treatment. From this 
point onwards, Veit’s treatment has been rigorously employed. 
Recently, it has been amplified by the addition of new measures 
suggested by the theories of toxemia. 

The main object of treatment must be: first, the arrest of the 
fits; second, the elimination of the septic toxins of eclampsia from 
the system; third, the placing of the patient in the best possible 
position for the avoidance of pulmonary complications; and, fourth, 
the surveillance of the conditions of the heart, lungs, and kidneys; 
and the stimulation of these organs where necessary. 

Induction of labour is never performed, nor is labour counted on 
in this treatment. In fact we know that every manipulation of the 
cervix reacts on the already super-sensitive reflex, and precipitates 
the convulsions. Further, we know that such manipulations increase 
the risk of sepsis to which the eclamptic seems to have a peculiar 
liability. The only intervention permissible locally (and this only 
in very exceptional cases) is the application of forceps, the head 
being on the vulva. 

We will not discuss here the prophylactic treatment which is only 
hygienic, and will at once take up the treatment of developed 
eclampsia. We will give the smallest details in the technique, for 
we believe them all to be essential and to have each their raison 
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@étre. Firstly: half a grain of morphia is given hypodermically, 
and repeated, if necessary, in a dose of quarter of a grain every 
two hours, up to a maximum total of two grains in 24 hours. When 
possible large quantities of water are given to drink; but where this 
practice is rendered impossible or dangerous by a semi- or a wholly- 
comatose condition, or by intractibility of the patient, the fluid is 
given by a stomach tube. By this means the stomach is washed out 
with three to four pints of hot water. Half a pint of water is left in 
the stomach, and to this are added, still through the tube, two ounces 
of castor oil and 3 to 4 drops of croton oil. 

Immediately after the above the patient is placed on the side, a 
long tube is introduced gradually per anum, first the lower part of 
the intestinal canal being filled with soapy water and flushed, and 
then, as the tube ascends, the higher part. This manipulation is per- 
sisted in as long as feecal material is passed through the tube. About 
a pint of saline solution is left in the intestine. 

The patient is now allowed to lie on her side, covered with warm 
blankets, and with poultices about her loins (to alleviate the con- 
gestion of the kidneys), special care being taken not to make the 
poultices too hot. We say this because we have seen several cases 
where the patient was injured by poultices which would have had no 
injurious effect on the skin of a healthy woman, but which are 
dangerous in the condition of lowered sensibility and vitality, < 
condition peculiar to the eclamptic. 

Now we come to the third point (and one that is very important 
where the patient is comatose), namely the prevention of fluid or foreign 
bodies entering the trachea and so causing pulmonary cedema and its 
sequences. For this purpose the patient must be kept continuously 
on her side; absolutely no nourishment must be given by the mouth, 
because the digestive function is in abeyance, and her head must be 
turned to the side to facilitate the flow of mucus from the mouth. 

Another very important point we wish to emphasise is that a gag 
must not be used; this statement is based on the known physiological 
fact that swallowing is impossible unless the jaws can be apposed. 

The fourth point in the treatment is carried out by injections of 
digitalis when the pulse becomes feeble and rapid and of atropine 
when the respiration becomes slow and sighing: and by saline in- 
fusions in very serious cases. Again, in cases of plethora, phlebotomy 
preceding the saline infusion may be of service. 

We cannot lay too much stress on the importance of the washing 
out of the intestinal canal as thoroughly as possible. This part of 
the treatment aims at the increased elimination of the toxins by the 
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intestinal tract during the temporary suspension of the filter-action 
of the kidneys. 

It is also notable that constipation is a frequent precursor of 
eclampsia. 

Many theorists blame morphia as dangerous to mother and child. 
We admit that it may have a deleterious effect on the respiration of 
the mother, but hold that it has no injurious effect on the maternal 
kidney action. 

Again, as regards the child, it will be generally admitted that the 
administration of morphia cannot add, to any appreciable extent, to 
the immense danger already existing from the presence of the 
eclamptic poison. 

Before giving a few figures to show the results of the morphia 
treatment in the Rotunda Hospital, we wish to emphasize one point, 
namely, the necessity of commencing the treatment in an early stage 
of the disease. The great majority of the deaths we have to mention 
are those of patients who came into the hospital moribund. 

Let us give a few figures from various authors for comparison 
with those of the Rotunda Hospital. Herman gives a mortality of 
20 per cent.; Williams 20—25 per cent.; Edgar 25—35 per cent. The 
mortality in the Rotunda during the years 1889 to 1892, before the 
introduction of Veit’s treatment was 35°3 per cent. The present 
statistics show a mortality of 16°9 per cent., a reduction of more than 
50 per cent. This average is obtained from the occurrence of 12 
deaths in 71 cases. 

From the first of November, 1892, to the first of November, 1905— 
being 13 years,—we find 70 cases of eclampsia occurring in 47,924 
deliveries, being an average of 0° 146 per cent., or one case of eclampsia 
in 694. This number we find to be only about half that of the 
Viennese clinique, namely 0°25 per cent. 

It follows from the above statistics that this morbid state is re- 
markably less frequent in Dublin than in other places. 


CoNncLUSION. 


From the numbers mentioned above we hold that we have 
sufficient grounds on which to base our argument in favour of the 
expectant treatment detailed in this paper, especially as in all cases 
of eclampsia this one method of treatment has been rigorously 
adopted. 

We believe that in many cases the chief reason for more active 
treatment has been a want of pluck on the part of the medical 
attendant. We know well that it often requires a higher degree of 
courage to sit down and wait than to satisfy the family by a huge 
waste of energy. 


8 
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*Delivery of the Hydrocephalic Foetus by Spinal 
Tapping: A Second Case. 


By J. W. Batiantyne, M.D., F.R.C.P.E., Lecturer on Midwifery and 
Diseases of Women, Medical College for Women and Surgeons’ 
Hall, Edinburgh; Physician to the Royal Maternity Hospital, 
Edinburgh; President of the Edinburgh Obstetrical Society. 


A LITTLE more than a year ago I communicated to the Edinburgh 
Obstetrical Society the record of a case of foetal hydrocephalus in 
which I delivered the infant by means of spinal tapping (Brit. Med. 
Journ., 1904, vol. ii, p. 1,567; Trans. Edin. Obstet. Soc., 1905, 
vol. xxx.). The spinal canal was opened into in the dorsal region, a 
metal catheter was passed up into the cranial cavity, the fluid contents 
were drawn off, and the child, a large male weighing (along with the 
fluid) 12 lbs., was then easily extracted by manual traction upon 
the trunk. I have recently had an opportunity of repeating this 
procedure in a similar case, and I place this new instance upon record 
partly because of its rarity and partly on account of some interesting 
facts in the mother’s previous obstetric history of which I was 
cognisant. 

About 1-20 a.m., on November 28th, 1905, a message came 
asking me to go down to Leith to help Dr. Millard with a difficult 
labour. The patient, I was told, was a multipara, and the presenta- 
tion was a breech; the breech, however, was still at the pelvic inlet, 
and the sacral promontory could be easily felt. I went to the case, 
therefore, expecting to have some difficulty in getting hold of the 
feet and in pulling the infant through what was no doubt a narrow 
pelvis. I was not wrong in my prognostications, but, as will be seen, 
it was foetal in addition to maternal dystocia that I had to deal with, 
and the method by which the obstruction was overcome was quite 
different from any which I expected to employ. 

On my arrival at the house I was told by Dr. Millard that the 
patient had given birth, in 1898, to an anencephalic fetus, and that 
I had examined and reported upon the specimen. Some of the facts 
of the case then came back to my mind, but I did not gather them all 
together until my return from the confinement, when I was able to 


* Read before the Edinburgh Obstetrical Society, December 13th, 1905. 
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consult my list of teratological specimens and my notes on them. I 
shall return to the past history of this patient later; in the meantime 
I simply note the previous birth of an anencephalic feetus in her case, 
for it served to help me to a diagnosis of the cause of delay in the 
present labour. 

The patient was a strong, healthy woman, 46 years of age, and 
5 feet 8 in. in height. She was one of a family of five sisters and one 
brother, all healthy and taller than herself. Neither she nor her 
husband showed signs of any morbid diathesis. This was her 
fourth pregnancy, and during its course she had felt far from well; 
she was, as she herself put it, “quite unfit for her work, although she 
had always been a good worker.” Nevertheless, she reached the full 
term; and at 6-30 on the evening of November 27th, the membranes 
burst, and the liquor amnii, which was not excessive in amount, came 
away. Slight pains came on at 9-30, and these became severe and 
regular at 11-30. The patient noted, however, that the pains were 
different from those she had had in former confinements: they went 
upwards, she stated, towards the chest instead of downwards towards 
the thighs. It is, of course, a common observation that the pains in 
obstructed labour (such as this turned out to be) are irregular in 
position, time, and strength; but in this instance they seem to have 
been almost anti-peristaltic. Dr. Millard was called to the patient 
when the pains became severe, and he then found the breech at the 
brim and the pelvis contracted; he sent for me, as I have mentioned, 
early on the morning of November 28. 

I found the patient with a greatly distended abdomen in which 
palpation revealed nothing like a hard fetal head, but rather a 
general, even, and rounded swelling extending up to the ensiform 
cartilage; fluctuation could be indistinctly felt. The breech of a 
female infant was at the vulva, and a good deal of meconium had 
been expelled from the child’s anus. The labour had, therefore, pro- 
gressed since Dr. Millard had sent for me, and the breech was no 
longer jammed at the brim, but had come down to the vulva. The 
back of the child was lying to the front and left side. With some 
difficulty I brought down the feet and legs. I then passed up my 
hand, and with still more difficulty dragged the arms down through 
the brim, which showed a moderate degree of contraction. I then 
noticed that there was a ruptured spina bifida in the lumbar region of 
the infant. From this fact, from the former history of the birth of 
an anencephalic fetus, and from the large size and peculiar feeling 
of the uterus I now came to the conclusion that I had to do with a 
case of hydrocephalus in which the greatly distended head was lying 
above the pelvic brim. 
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With little hope of success, I tried to draw down the head by 
traction upon the body; no effect was produced. Had I then at- 
tempted to perforate the foetal head I should have met with great 
difficulty, for the pelvic brim was narrow and the head was quite 
above it; but I had no intention of trying this plan, for experience 
had taught me an easier, a safer, and a more expeditious way of 
delivering the aftercoming hydrocephalic head. I determined to 
utilise the opening into the spinal canal in the lumbar region, and to 
pass a catheter up through the canal and into the cranial cavity, and 
so to draw off the fluid and allow the head to collapse. This manceuvre 
I had successfully carried out in the case which I recorded a year ago, 
and it seemed to me that it ought to be equally efficacious in the 
present instance. In that case, however, I was able to choose the 
level at which I opened into the spinal canal, and I chose one, of 
course, as high as possible, so as not to require a longer tube than was 
necessary. In the present case the level of the opening was decided 
for me by the position of the spina bifida; and I therefore required a 
long silver catheter to reach the interior of the cranium, for the 
spinal defect was, it will be remembered, in the lumbar region. 
Dr. Millward procured for me a male, silver catheter, No. 6, and it 
answered the purpose well. I made a slight incision over the mem- 
brane covering the orifice of the lower end of the upper segment of 
the spinal canal at the spina bifida, and passed the catheter upwards 
into the cranium. I had previously straightened the instrument 
somewhat, as I did not require so marked a curve. When I felt the 
tip to be lying free in the cavity, I moved it about in various direc- 
tions, so as to make sure of reaching all the parts of the hydrocephalic 
sac. The fluid, quite clear and of a faint yellow colour, then began 
to flow freely, and in a few seconds Dr. Millard, whose hands were on 
the abdominal walls, said that he could now feel the bones of the 
collapsing hydrocephalic head quite easily. When the water ceased 
to flow from the catheter, I made traction on the trunk of the infant. 
There was some difficulty in drawing the head, collapsed as it was, 
through the brim of the pelvis, on account of the contraction which 
existed there, but this was easily overcome, and the birth rapidly 
completed. The placenta came away a few minutes later; but the 
membranes were adherent, and had to be extracted manually from 
the uterus. There was little hemorrhage. The patient made a good 
recovery. 

The infant, a female, weighed more than 10 lbs. after the head 
had been redistended with water (about 25 ozs.), and the circumfer- 
ence of the head in the occipito-frontal plane was 57 cms. (23 inches) 





Fig. 1. Hydrocephalic Foetus. Anterior Aspect. 























Fig. 2. Hydrocephalic foetus, showing the spina bifida 
by means of which the fluid was drawn off. 
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(Figs. 1 and 2). The placenta was large, but rather thin, a peculiarity 
which had also been noticed in connection with that of the anence- 
phalic foetus, otherwise it appeared to be normal. 

In connection with this case, two somewhat interesting subjects 
(amongst others) call for consideration and comment: one of these has 
reference to the clinical history of the patient, and the other to the 
operative treatment which was adopted to overcome the difficulty in 
labour. 

The obstetric history of this woman may be briefly narrated. She 
was first pregnant in the year 1895, when she was thirty-six years old. 
The infant, a female, was born six weeks before term. It was dead, 
and the doctor who attended her said to her that it had been dead for 
six weeks. No cause for the foetal death was known except a fright. 
The second pregnancy was in 1898. She was then under Dr. Millard’s 
care. There was persistent vomiting in this pregnancy. Movements 
were first felt at the beginning of the seventh month, and labour 
came on a week later. There was marked hydramnios, the liquor 
amnu was of a turbid colour, the quantity being estimated at 2} gals. 
The foetus, a female and anencephalic, was extracted with the aid of 
forceps; and the placenta was entirely adherent and had to be re- 
moved manually. The placenta was large and thin, no part being 
more than half an inch in thickness, and some parts being only a 
quarter of an inch; in other respects the afterbirth had a normal 
appearance save for one or two fatty patches; the membranes seemed 
normal. The foetus had all the external appearances of anencephaly ; 
there was complete absence of the cranial vault; the face looked 
directly upwards and the cranial base directly backwards; there was 
no indication of the neck groove in front, and the ears were deformed. 
The spinal canal was open down to the level of the upper end of the 
sacrum. The hands, feet, and external genitals were normal. Death 
had evidently occurred a few days before birth, for the skin was 
peeling off in several places. The sectional examination of this 
foetus revealed an unexpected malformation associated with the 
anencephaly, viz., absence of the diaphragm on the left side, with 
displacement of several of the abdominal viscera into the thorax and 
dislocation of the heart to the right side of the body. 

The patient’s third pregnancy ended in the birth of a living male 
child. This was in 1900. The position was occipito-posterior, 
and there was difficulty on account of the pelvic contraction as well; 
but the child was born alive and is now well and healthy. I saw him 
the night that I was called to his mother’s fourth confinement; he 
was then five years old, was well grown, and had no malformations of 
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any kind. The details of the fourth pregnancy I have already given; 
it ended at full term in the birth of a hydrocephalic female fetus 
and there was no hydramnios. Dissection revealed no hernia of the 
diaphragm in this feetus. 

The first detail in this woman’s history which calls for comment is 
the birth of two monstrous fetuses, an anencephalic and a hydro- 
cephalic. I do not know what was the state of the product of the 
first pregnancy ; it also may have been deformed, but I have not been 
able to settle the point, at any rate it had been dead in utero long 
before its expulsion. Even if the first pregnancy be left out of con- 
sideration, we have here to do with four labours, two of which ended 
in the birth of monstrosities; in other words, fifty per cent. of this 
woman’s infants were teratological. Now the rarity of the occurrence 
of markedly teratological births in obstetric practice is very great; 
even the commonest monstrosity (anencephalus) does not occur 
oftener than once in two or three thousand cases, whilst hydrocephalus 
is said to be met with once in three thousand births. (Out of 350 
cases of monstrosity and feetal disease that I have had an opportunity 
of examining, there have been forty-nine anencephalic foetuses and 
eight hydrocephalics, or fourteen and two per cent. respectively.) 
Two explanations may be advanced to account for the frequency of 
teratological developments in this woman’s offspring; either we have 
to do with a simple coincidence, or else she was the subject of what 
I have called recurrent monstriparity. I am strongly of opinion that 
the association of the two teratological conditions was not coincidental 
but relational in this patient. Without going any further than the 
cases which have come under my notice I find too many instances of 
this tendency to recurrent monstriparity for them to be explained by 
the theory of coincidence. With regard, for instance, to anence- 
phalics, in three at least of my forty-nine cases, the mother twice gave 
birth to this type of monstrosity. Outside of my clinical material, 
there have been numerous instances of two or three anencephalic 
foetuses having been born to the same mother. Further, a remark- 
able case was reported in 1840, in which six out of a family of nine 
infants were anencephalic and one other was also a monstrosity 
although not anencephalic (J. Martin, Med. Exam., Philadelphia, n.s., 
1840, vol. xxiii.). Again, to return to my cases, a woman may give 
birth to an anencephalic fetus as the result of one pregnancy and to 
a hydrocephalic foetus as the result of another. I have met with two 
instances of this association, the one described in this article and 
another to which I shall refer immediately. Hydrocephalus also may 
show this peculiar family prevalence, and I have met with at least 
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one case of it. I have also met with an instance in which a woman 
gave birth at one time to an iniencephalic fcetus and at another to a 
hydrocephalic one. I have noted this same tendency to recurrence in 
connection with foetal diseases, and cases are on record in which one 
woman has given birth to two or more fetuses with general dropsy 
or with ichthyosis or with jaundice (due to obliteration of the bile- 
ducts); so that the phenomenon is not peculiar to monstrosities. 

The best example I have met with of recurrent monstriparity was 
that which I reported in 1900 (Amer. Journ. Obstet., 1900, vol. xli., 
p. 577). It was that of a healthy woman, well formed but for the 
absence of certain muscles of her thumbs, an anomaly which she had 
in common with her mother and a sister. Her first child, a boy, was 
well formed ; so was her second, likewise a boy. Her third pregnancy 
ended in an abortion. Her fourth gestation resulted in the birth of 
a hydrocephalic female foetus with absence of the right thumb and 
radius. Her fifth child, a girl, was born alive and is still alive and 
well. Her sixth was a postmature, dead-born, anencephalic fetus, 
with a malformed thumb and other malformations. Her seventh was 
a congenitally weak female infant who survived for only six weeks; 
and her eighth was a prematurely-born female infant, with early 
hydrocephalus, absence of both radii and right thumb, malformed 
state of left thumb, and a battledore placenta. In this instance, as 
in the one which I have put on record now, both hydrocephaly and 
anencephaly occurred in the obstetric history of the same patient, 
and in one of these instances there was also a curious hereditary 
tendency towards malformation of the thumbs. To the phenomenon 
which I have illustrated by these various cases I have thought that 
the name recurrent monstriparity is most appropriately given. The 
term family prevalence is hardly suitable, for it has generally been 
used of cases in which several brothers or sisters are affected 
with the same disease; in the instances to which I have referred the 
monstrous state is not necessarily the same, and there is rather the 
tendency to give birth to malformed infants than to infants with any 
special malformation. It is interesting to note that experimental 
teratogeny, so far as it has been successful, seems to be governed by 
the same laws; for it has been found that while it is possible to 
produce monstrosities artificially it is not possible to produce any 
given type of monstrosity. 

Another interesting feature both in the case recorded in this com- 
munication and in my case of 1900, is the sea-preference shown by 
the teratological states. In both histories the females were affected 
and not the males; in one instance the mother gave birth to three 
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malformed or dead female foetuses and to one healthy male; in the 
other, she had two healthy boys and five girls of whom three were 
monstrous, one died in six weeks, and one only was healthy. 

This sex-preference has been noted by many teratologists, and I 
have had examples of it in the material I have collected. It must be 
remembered that it has been stated that monstrosities of all kinds are 
commoner in females than in males; and this is certainly true for 
anencephalus, for out of forty-nine anencephalics that I have had 
sent to me thirty-two were females and ten only were males (in seven 
the sex was not noted). But sex-preference does not always bear this 
out; for there are cases on record in which male foetuses have shown 
the teratological development and not female. 

One other observation I have been able to make with regard to 
recurrent monstriparity. It is that the monstrosities bear some re- 
semblance to each other, if not in appearance, at least in origin. 
Thus hydrocephalus, spina bifida, and anencephalus come together in 
the same family history: they are all malformations of the nervous 
system, and they probably all originate in the same way (although 
that way may not yet be agreed upon). This fact reminds us of the 
manner in which morbid phenomena, such as the manifestations of 
the rheumatic diathesis (joint pains, heart disease, chorea, sub- 
cutaneous fibrous nodules), also tend to affect various members of the 
same family. We are almost forced to the conclusion that there is a 
sort of monstriparous diathesis, or, I prefer to say, a special tendency 
to the appearance of antenatal morbid states, both teratological and 
nosological, in the reproductive history of the same woman. 

From the study of these facts I think some conclusions can be 
drawn. In the first place, we are forced to believe that when a woman 
has given birth to a malformed fcetus, it is very likely that she will 
do so again. Instead of the fact that she has had one monstrosity 
making it almost absolutely certain (by the law of averages) that she 
shall not have another, it rather makes it likely that she will again 
give birth to a monstrosity although not necessarily of the same kind 
as before. This, I think, is one reason why one medical man will 
meet with several monstrosities in his first thousand midwifery cases 
whilst another will go through his life without chronicling a single 
one. The former has a monstriparous family or families in his 
clientéle, the latter has not. Again, it must be concluded that a 
monstrosity tends to recur in the same or in an allied form, e.g., 
anencephalus occurring twice or thrice, or alternately with hydro- 
cephalus and spina bifida. Yet again, if the monstrosity be of one 
sex, the recurrent malformation will most probably occur in an infant 
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of the same sex. I hope elsewhere to expand these conclusions and 
give deductions from them in more detail, but I must devote the re- 
maining part of this contribution to some remarks on the obstetric 
interference undertaken in the case I have described. 

In my communication to this Society last year (Trans. Edin. 
Obstet. Soc., 1904-5, vol. xxx., p. 20), I gave at some length, details 
of the method of delivering the aftercoming hydrocephalic head by 
spinal tapping. I need not repeat these details here, except as regards 
one particular in which they differed from those employed in the 
present case. After I had drawn the body of the foetus down to the 
vulva I found that there was a spina bifida (there was no spina bifida 
in my first case), so I used the teratological opening into the spine 
instead of making an artificial one. The only inconvenience was the 
low level of the opening, but had I met with the slightest difficulty in 
reaching the cranial cavity, I could at once have made an opening in 
the upper dorsal region. I think it will be found necessary always 
to use a metal catheter to draw off the fluid. At any rate, a former 
pupil recently furnished me with the details of a case in which a 
rubber catheter was tried and the fluid not reached. The object of 
the operation, in one sentence, is to overcome a grave obstruction 
existing above the pelvic brim by a simple operation performed out- 
side the vulva. The two cases I have reported prove that this object 
is admirably accomplished. 

The previous history of this operation, as performed in France 
and America, was given a year ago in my paper above named; to that 
communication I refer the reader. 
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REVIEW OF CURRENT LITERATURE, 


OBSTETRICS. 


On the Freezing Point and Amount of Chlorines in the Blood and 
in the Urine in the Puerperal state, and particularly in 
Eclampsia. 


Mack and Prerra. Bulletin de la Soc. d’Obstét. de Paris, 
November, 1905. 


Tus is a record of an investigation which has been proceeding for 
more than a year. The authors have studied the freezing point and 
the amount of chlorines in the urine in four different classes of 
women : — 

(1) In non-pregnant women (5 cases). 

(2) In normal pregnancies (5 cases). 

(3) In pregnancy with albuminuria (7 cases). 

(4) In eclampsia (27 cases). 

And in these last the serum of the blood drawn off in the bleedings 
which were usually practised has been utilized for the investigation 
of the same two points. 

The whole investigation is recorded in a series of tables which 
cover more than thirty pages. It will only be possible here to men- 
tion shortly the conclusions reached by the authors, which being 
based upon a piece of work so careful and elaborate cannot be lightly 
dismissed. 

In regard to non-pregnant women the authors confirm the figures 
arrived at by other investigators, and in consequence feel able to use 
them for purposes of comparison. 

The pregnant women examined were all nearly at term. They 
found the volume of urine increased while the specific gravity re- 
mained, on the average, the same as in the non-pregnant state. The 
mean freezing point was 1°°15, as compared to 1°°25 in the preceding 
table. The amount of NaCl in a litre was slightly less than in the 
non-pregnant state, but the amount secreted in 24 hours was consider- 
able more, 17°5 to 125. The figures given in the table indicate great 
activity of the renal circulation. 

In pregnancy with albuminuria the women were examined on six 
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consecutive days. They received on the first three days an ordinary 
diet, and on the second three days a rigid milk diet. The conclusions 
reached are that the milk diet lowers the specific gravity of the urine, 
the molecular concentration, and the amount of chlorines, both per 
litre, and in 24 hours. The milk diet moderates the activity of the 
renal circulation. 


So far the tables are general, but in the cases of eclampsia full 
details are given of the clinical course, and of the autopsy when a 
fatal result occurred, which was not often, as well as of the particular 
investigation of the blood and the urine. 


The 27 cases are divided into two series. The first 17 received the 
following treatment :—bleeding, subcutaneous injections of normal 
saline for 24 to 36 hours, and then rigid milk diet. The remaining 
10 were treated as follows : —bleeding, abundant saline purgation, in- 
testinal irrigation, and sterilized water only for the first 48 hours, 
when milk was introduced into the diet in small quantities at first, 
and diluted. 

Neither chloroform, chloral, nor morphia was given save in one or 


two, just at the moment of delivery. The authors conclude as 
follows :— 


A. For the blood. (The serum was obtained from the bleeding 


made on entrance to the clinic, before any treatment). The average 
freezing point was 0°°61, which is considerably more than in normal 


pregnancy, or non-pregnant women, and corresponds to a renal 
insufficiency. 


The amount of chlorines was in the mean 7°3 for 1,000 c.c., which 
is notably more than the average quantity of NaCl in the blood. 
There appears therefore to be in the majority of cases a pathological 
retention of chlorines in the serum. 


In only two cases was a second bleeding practical, and the authors 
state that it is difficult to base anything on such small figures, but so 
far as they go they confirm the view that successive bleedings 
diminish the molecular concentration of the serum, and the amount 
of chlorines. 

B. For the urine. “The prognosis in eclampsia is rendered favour- 
able to diuresis, by dilution of the urine, by a molecular concentra- 
tion normal or diminished, and by the equilibrium of the chlorine 
exchanges. But from our observations it results that with injections 
of normal saline (1) the volume of urine passed is diminished ; (2) the 
dilution is less great; (3) the freezing point is lower, and in con- 
sequence the molecular concentration greater; and (4) the quantity of 
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chlorines eliminated remains, for several days at any rate, inferior to 
that of the chlorines absorbed.” 

The final conclusion of their investigation is that the injections of 
normal saline solution ought to disappear from the treatment of 
eclampsia. The milk régime itself appears dangerous to the authors, 
because it necessarily carries with it its contingent of chlorines. A 
pure water diet ought to be preferred, and should be established as 
soon as possible, to facilitate elimination, and by this means to pre- 
vent the recurrence of fits. 

At a time like the present when the treatment of eclampsia varies 
in every hospital, and in the hands of every individual, these views, 
whether they be accepted or not, are worthy of careful consideration. 


R. Haminron Ben. 


Missed Labour with Placenta Previa Centralis. 
Cuvosxa. Zentral. fiir Gynakol., 1905, No. 45. 


Tue patient was aged 39 years, and was pregnant for the sixth 
time. She had been married eight years, had worn a pessary for 
retroflexion, and had been curetted for hemorrhage following abor- 
tion at the fourth month. Electricity had been used after the 
curettage to excite the menstrual flow, as the latter remained absent 
for seventeen months. After the fifth pregnancy there followed 
another period of amenorrhea, lasting twelve months; this was 
again rectified by electrical treatment. The patient expected the 
sixth and final pregnancy to end at the beginning of July, 1905. On 
July 27th, labour pains set in, but soon ceased. Previously fetal 
movements had been active, but after the pains they ceased entirely. 
No heart sounds could be heard. The patient had occasional pain of 
a stabbing character above the symphysis, and a sense of cold in the 
abdomen. She became very depressed and weak. On examination 
the head was thought to be felt through the anterior vaginal fornix, 
the breech at the fundus. The back was vot palpable. The cervical 
canal was two centimetres long; the finger could be passed into the 
internal os. Weak pains again set in two months after the expected 
time of delivery. Brown mucoid discharge escaped. The pains 
continued from September 26th to 28th; then again ceased whilst 
the os was still undilated. Delivery was accomplished by turning. 
The child weighed five kilogrammes. In spite of strong uterine 
contractions the placenta did not come away. It lay partly in the 
vagina and partly caught by the imperfectly dilated cervical canal. 
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It was removed by traction. The placental area was twice as ex- 
tensive as the membranes, so that the placenta must have occupied 
the greater part of the inner surface of the uterus. As is usual in 
such cases, the placental tissue was thin, atrophic, brittle, and rough. 
The cord was normal. There was a foul discharge for the first four 
days of the puerperium, but the patient made a good recovery, except 
for the retroflexion, which returned. The writer regards this as a 
case of missed labour produced by a placenta previa. He says the 
low situation of the placenta prevented “the lower uterine segment 
from developing,” and was the cause of the weakness of the pains. 
Since the pains were weak there was no hemorrhage, and the cer- 
vical canal was not dilated and drawn up. The theory of missed 
labour is based on the size of the child and the calculations of an 
intelligent patient who expected her confinement to take place early 
in July, whilst it did not begin until July 27th, and was finally 
completed with manual assistance on September 28th. The author 
concludes by speculating on the causes of the death of the fetus. 
Chvojka has afforded no proof whatever that the placenta was lying 
over the os uteri. It was apparently not felt during ante partum 
examination, although the internal os admitted the finger. Nothing 
is said about its being torn through or ruptured in any way, and a 
good portion of it lay in the vagina after delivery of the child, and 
that which remained in the uterus was easily withdrawn, and would 
probably have been as easily expelled by Crédé’s expulsion method. 
The character of the placenta, 7.e., its brittleness, roughness, &c., 
shows that it was no longer “quick.” The case seems one of missed 
labour in which the after-coming placenta showed evidence of 
having been dead for some considerable time. 


Curmpert Lockyer. 


Czsarean Section. 
OxtsHavsEN. Zentral. fiir Gyndkol., 1906. No. 1. 


Tue author publishes some general remarks upon 118 Cesarean sec- 
tions performed in his clinic by himself and his assistants. The 
indications for the operation were :—Contracted pelvis, 91; eclampsia, 
7; myoma, 6; carcinoma uteri, 4; vaginal fixation, 4; nephritis, 2; 
heart disease, 2; scar contractions in cervix and vagina, 2. 

Of the contracted pelves, 71 were rachitic (mostly irregularly 
contracted). Cesarean section was performed five times for small 
round pelvis (four patients); five times for obliquely contracted 
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pelvis (four patients); twice for transversely contracted pelvis (both 
times in same subject); twice for pseudo-osteomalacia; three times 
for scoliotic pelvis; once for kyphoscoliotic pelvis; and twice for 
tumours of the bony pelvis. 

Of the other indications, it is a matter of regret that the writer 
only discusses eclampsia. He lays down no hard and fast rule as to 
when and when not to operate for eclampsia, but says that, in a ver- 
tex presentation with a well dilated os, the accoucher will, of course, 
hasten labour by forceps or turning and extraction. When the 
cervix is expanded, but the os not sufficiently dilated for extraction, 
incision or dilatation by Bossi’s method is called for. In other cases 
of apparently mild type, especially in multipare, and in primipare 
with dilatable soft parts, it is sufficient to rupture the membranes. 
In severe eclampsia at the beginning of, or before the onset of labour, 
Olshausen considers Cesarean section, either abdominal or vaginal, 
the correct treatment. He has performed vaginal Cesarean section 
for eclampsia on twelve occasions in 1904, with three deaths (all 
from eclampsia). For the same disease the writer has performed the 
classical operation seven times since 1895. Two patients died—one 
of eclamptic coma a few hours after the operation; the other of 
hypostatic pneumonia two days after delivery. Considering that 
he only operates in very severe cases, the author is quite content with 
these results. With regard to the children in cases of Cesarean 
section for eclampsia, Olshausen found them frequently in a state 
of morphine narcosis, and remarks that this condition may easily be 
taken for asphyxia. Fetal prognosis is not mentioned. 

Certain useful points in operative technique are given. The 
abdominal incision should be made very high up and end eight 
centimetres above the symphysis pubis.. The uterus is then turned 
out through the wound, a mattress sponge inserted behind it, and 
the upper part of the wound brought together by clamps. The 
placenta can, almost with certainty, be avoided by noting where the 
largest veins are situated in the uterine wall. If the anterior wall 
of the uterus is more markedly convex than the posterior it is nearly 
certain that the placenta has an anterior insertion. The course of 
the round ligament is a most unreliable guide. 

After finding the placental site, a sagittal section is made through 
the fundus and prolonged on the side unoccupied by the placenta. 
It is just as easy to incise the posterior as the anterior wall of the 
uterus. 

For hemostasis, two grammes of a six per cent. watery solution 
of ergotin is given twenty minutes before the operation is begun. 
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This is, if necessary, repeated whilst the operation is proceeding. 
Ergot does not harm the child or produce asphyxia. 

Any kind of cervical compression is unnecessary, and even contra- 
indicated, since it leads to hemorrhage when it is discontinued. 
The author uses soft catgut, sterilised in alcoholic phenol solution. 
Silk, he says, leads to fistule. Hight, ten, or twelve sutures are 
used to unite the muscle, and stress is laid on the inclusion of a wide 
area of muscle. The peritoneum is closed by looped sutures. 


Olshausen has seen one small rupture in the fourteen cases where 
he has performed the operation of Cesarean section for the second 
time on the same subject, and this he attributed to an insufficient 
amount of muscle being included in one of the ligatures. 


In seven women the operation was twice repeated; in two, thrice; 
and in three four times repeated. The twelve women recovered 
from the twenty operations. Contracted pelvis was the indication in 
each case. Sterilization by partial tubal excision was performed 
four times at the patients’ wish. 

Of the 91 operations for pelvic contraction nine had a fatal 
issue. Olshausen himself operated in 65 cases, with three deaths; 
his assistants operated in 26 cases, with six fatalities. 


CuTHBERT LOCKYER. 


The Use of Antidiphtheritic Serum in the Treatment of Stomatitis 
and Vulvo-vaginitis in Infants. 


GrorELLI (E.) and Brinpa (A.). Archives des Médicine des Enfants, 
December, 1905. 


THE writers have obtained excellent results in the treatment of 
aphthous and ulcerative stomatitis in infants, by the use of anti- 
diphtheritic serum. From one to six injections were necessary in 
each case. They were first induced to adopt this method of treatment 
in the case of a child aged four years who suffered from extensive 
ulcerative stomatitis which refused to yield to the exhibition of the 
usual remedies. Six injections of serum were given and the ulcers 
rapidly healed. Bacteriologically streptococci and the pneumo- 
bacillus of Friedlander were found. 


Encouraged by these successes they applied antidiphtheritic 
serum to the treatment of vulvo-vaginitis in infants, using from one 
to five injections in each case. They treated nine cases in this way. 
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In six no bacteriological examination was made, and the writers con- 
sider they were simple and not due to the gonococcus. In these 
the gonococcus was found in the discharge. In all these cases rapid 
recovery followed the use of the serum. 

Frank E. Taytor. 


GYN A‘COLOGY. 


Comparative Histological Investigations on the Occurrence of 
Glandular Formation in the Ovarian Stroma. 


FRraAENKEL (L.). Archiv fiir Gyndkol. Bd. lxxv., Ht. 3, S. 443. 


THE above is a very valuable contribution to a much vexed question 
as to the function of the tissue designated glande interstitielle de 
Vovaire by Limon. The article is a very long one, occupying as it 
does sixty-five pages of the Archiv. The first seven pages are taken 
up by an account of the work done by French writers on this subject, 
principally by Limon and Bouin, and also by Fourneaux, Ed. van 
Beneden, and v. Winiwarter. The author states that very little 
literature relating to the question is to be found in German publica- 
tions, but he is able to quote extensively from Cohn, and von Ebner 
in Kélliker’s Handbook on the study of human tissues, likewise from 
Rabl and Nagel. 

The author’s own work is supplementary to that for which his 
name is already famous, in which he has shown that the corpus 
luteum is a gland with an internal secretion. In his desire that this 
theory shall be accepted as a fact he is careful to add that further 
anatomical and physiological investigations are needed to support it. 
In the present work Fraenkel has asked himself the question—is any 
other part of the ovary capable of affording an internal secretion? 
and in order to answer it he has made an exhaustive anatomical 
research on the tissue known as Limon’s “ glande interstitielle de 
Vovaire.” For this purpose he has studied serial sections of human 
ovaries obtained from gravid and non-gravid subjects, and from cases 
of chorioepithelioma, vesicular mole, osteomalacia, and myomata. 
To this he adds the comparative study of the ovaries obtained from 
45 animal species comprised in the orders Marsupials, Ungulates, 
Carnivora, Rodents, Insect eaters, Cheiroptera and Apes. After 
describing his histological technique he devotes thirty-three pages to 
a description of the naked-eye and microscopical characters of this 
vast amount of material, into the details of which it is impossible to 
enter at present. Only eight illustrations have been allowed, which, 
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considering the variability in type of the tissue under discussion, 
seems little enough. It is clear from Limon’s work and the researches 
of Fraenkel, that a tissue has been demonstrated to exist in the ovary, 
having nothing to do with the true corpus luteum, which, from 
its histological features, might well be considered as capable of afford- 
ing an internal secretion. This tissue consists of cells, polyhedral in 
shape, and rich in amarkedly granular protoplasm, which present nuclei 
showing a chromatin network. These cells are present in groups, and 
strands forming loculi and lobes. They aggregate tv form large 
masses of highly packed or loosely arranged tissue, which is per- 
meated by a capillary system and a variable amount of fine connective 
tissue. In many animals this tissue occupies 1/,,—®/,) of the entire 
ovary, in fact it may quite displace the original stroma of the gland. 
The cells have a yellow or green colour. Considered as a whole this 
tissue is comparable to that of a corpus luteum. The latter, however, 
is limited by a circular theca externa, whilst the cells of the “ inter- 
stitial gland” are not thus circumscribed. The cells of the corpus 
luteum are larger and are more intimately related to capillaries. 
Whilst the cells of the “interstitial gland” may be green in colour, 
those of the corpus luteum are always yellow. Owing to the richer 
blood supply of the corpus luteum this structure is of looser texture 
than the “gland.” The relationship of the latter to atresic 
Graiifian follicles is discussed. "Whilst as already stated the “gland” 
is quite separate and distinct from the corpus luteum, it may, in some 
animals, be definitely traced to originate in retrogressive follicles. But 
here arises a point of obscurity, for the author refuses to express an 
opinion upon the nature of the relationship—he says there is a re- 
lationship—between the cells of the “ interstitial gland” and those of 
an atresic follicle. To settle this point an extensive research on 
embryonic tissues is necessary, and another difficulty arises from the 
fact that under the term “ atresic follicle” various structures, histo- 
genetically very unlike each other, are included. 

Another tissue which bears some resemblance to that in question 
is the so-called “medullary-strands” found in the hilum of the ovary, 
but for differentation, the position of this tissue is decisive, and more- 
over the cells and their nuclei are smaller, they lack the green or 
yellow colour; they more resemble the cells of a primordial follicle, 
and their blood supply is not so great. 

In twenty-four animal species the characteristic interstitial- 
gland cells were found by Fraenkel to be absent. In no order was it 
found in all the species, and in closely allied species there were signs 
of inconstancy, take for one example—the Bears. In the Urside it 
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was present, in Procyonide absent. It occurs most frequently in 
Rodents. In Marsupials four species out of six examined possessed 
it. In Carnivora it was found in nine and not in six. In Apes two 
examples were found in six examined. In Ungulata it was not found. 
From the above facts the author draws the first conclusion of his 
summary, viz. :— 

1. The inconstancy of the “glande interstitielle.” 

His next point of note is that : — 

2. The topographical distribution of this tissue is very variable. 
It can completely fill the ovary, but it generally leaves the outer 
layers of the cortex free. The primordial follicles often lie completely 
in this tissue (cat, marten, fox). The hilus is generally free from it. 

The zone of medullary stroma seems to be the site of election. 
Again :— 

3. The character and position of the cells vary enormously. 
According to Fraenkel there are the following types : — 

(a) The principal type. The greater part of the ovary is taken 
up with this tissue. It unites cortex to hilum by loculi and 
lobules. The cells are closely packed, are dark, granular, and 
contain fine droplets (? fat). These are seen best in rodents, such 
as rabbits, guinea-pigs, and in long-tailed monkeys. 

(6) The cells are loose, the septa finer, the loculi are round 
and contain many centrally situated degenerate ova, best seen in 
wombat, polecat, fox, shrew, mouse. 

(c) The cells are clear, large, and contain vacuoles (stoat, 
marten, civet cat, domestic cat). 

(d) The cells are small, somewhat larger than ovarian stroma 
cells, and only distinguishable from these by the presence of a 
well arranged capillary network (mouse, rat, bear). 

4. As regards the nuclear structure, it varies within very wide 
limits. Chromatin was most abundant in the form of granules and 
threads, or it filled up the nuclei by clusters. Mitoses were rare. 

5. The capillary supply varied; it was seldom so abundant as in 
the corpus luteum; it was often very sparse. 

The size of the cells, the amount of their protoplasm, and general 
contents bore no relation to the capillary blood supply. The least 
highly differentiated cells had the best capillary system (marten and 
stoat, as opposed to polecat and wombat). 

6. The septa and trabecule varied in width, direction of the 
nuclei, and colouring. In some animals each seemed to occupy a 
separate compartment shut off by delicate septa from the adjacent 
cells. 
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Ten of the animals from which ovaries were taken were gravid. 
This fact made no difference to the character or amounts of inter- 
stitial gland tissue. 

Fraenkel finds no trace of the interstitial gland tissue in human 
ovaries, or in the highest apes and largest mammals. He there- 
fore comes to the conclusion that it cannot serve any great, general, 
or important function, and in comparing it with the corpus luteum, he 
remarks that whilst the latter has most constant anatomical characters 
such as we associate with an organ having a definite function, the 


former is most inconstant. 
CutTHBeRT LOCKYER. 


The Healing of Wounds of the Ovary. 
Di Cristina. Monats. fiir Geburts. und Gyndkol. Bd. xxii., Ht. 5. 


Ir has been suggested, and is more or less accepted as a fact, that in 
some cases injured organs or individual cells of organs are able to 
regenerate themselves after injury. There is no doubt that this 
question is of some interest, and the possibility of a true regeneration 
versus a healing by scar formation is the problem that has to be 
settled. In the case of the ovary it has been asserted by Pugnat that 
regeneration of germinal epithelium and new formation of Graiifian 
follicles has been seen by him after experimental injuries in rabbits. 
Bidoni, on the other hand, asserts that where there is actual loss of 
substance, the ovary heals only by the formation of scar tissue. 
Simple linear wounds, on the other hand, heal without leaving a 
trace. Here there can be no question of regeneration, as healing 
takes place by direct union of the wound surfaces. 

The question can be debated if, after experimental injuries, frag- 
ments of cells can be demonstrated in process of mitosis, and thus 
whether the wound surfaces as a whole can be regenerated. In the 
case of the ovary the size of the organ before and after healing of a 
wound with loss of substance may be taken as a rough indication of 
the process of regeneration. The author performed a series of experi- 
ments on the ovaries of guinea pigs. He performed aseptic opera- 
tions, removing portions of the ovary of one side in each case. In 
five out of ten animals complete recovery (of the animal) took place, 
and the ovaries were removed at intervals of 8 and 16 days, 1 and 2 
months after the operation, and preserved for examination. In every 
instance it was found that the wound had healed by the formation of 
new connective tissue, which had gradually contracted and produced 
a scar. The scar became more and more superficial as it got older, 


124 Journal of Obstetrics and Gynecology 


forming at the end of two months a thin capsule of dense connective 
tissue with very few nuclei or blood vessels. In no instance were 
any mitoses visible in any definitely ovarian cells, and no attempts 
at regeneration of germinal epithelium or follicles were to be seen. 

It was also noted that in every instance the ovary was smaller 
than it was before injury, and at the end of two months was very 
markedly smaller. 

From these experiments, then, it is clearly demonstrated that 


regeneration of the ovary, at least under these circumstances, does 
not take place. 


Tuos. G. STEVENS. 


Experimental Contribution to the Etiology of Ovarian 
Embryomata and Adenomata. 


Basso. Monats. fiir Geburts. und Gyndkol. Bd. xxii., Ht. 5. 


RecENTLY the histology and origin of dermoid cysts and embryomata 
have occasioned considerable discussion, and a fair amount of experi- 
mental research has been carried out on the subject. The views of 
Wilms, Bandler and Bonnet, more or less opposed to one another, are 
well known, those of the first of the three being commonly accepted. 


Wilms holds that the ovary alone can produce such tumours, and be- 
lieves that a “sexual cell” must be the origin. This sexual cell, by 
means of some unknown impulse, takes on the growth which results in 
a dermoid cyst or embryoma. Bonnet, on the other hand, holds that it 
must be a fertilized ovum, or part of a fertilized and segmenting 
ovum or polar body from which these tumours are derived. 

On the experimental side Féré, Mauclaire, Traina, Delle Chiaie, 
and Wilms had some success, also many failures, in attempts to trans- 
plant portions of embryoes, ovaries, skin particles, jaw bones, etc. 
It is unnecessary here to repeat their experiments, many of which 
are extremely interesting but inconclusive. 

The author made an emulsion of an ovary and part of a testis re- 
moved from rabbits under strict antisepsis, cutting them up into 
small portions and rubbing them together in a mortar with normal 
saline solution at 37°C. Portions of this emulsion were placed between 
the layers of the mesometrium in a female rabbit, and under the 
peritoneum in other places in other rabbits. These animals were 
killed at various times after the operations from 14 days to 4 months. 
In no case was any new growth found. Testicular elements, however, 
could be recognised still, after 15—30 days, whilst no trace of ovarian 
tissue could be found. 
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In another series of animals, an ovary of a rabbit, or guinea pig, 
was carefully removed and sutured inside the tunica vaginalis testis 
of a rabbit or guinea pig. These animals were killed at a later date, 
and in no case was there any tendency to a new growth; though in 
each the testis atrophied and the ovary was absorbed. 

The author concludes that although these experiments were with- 
out result, perhaps by some change of technique the results might not 
be the same, and that further research is required before any result 
can be arrived at. 

Tuos. G. StEvens. 


On the Treatment of Inflammatory Tumours of the Appendages. 


SteFFECK. Miinch. med. Wochenschr., December 12th, 1905. 


THE writer points out the frequency of peri-uterine inflammatory 
affections; they constitute 56 per cent. of all his cases. He contends 
that acute inflammatory tumours, chiefly due to gonorrhea and to 
infected abortions, will resolve under non-operative treatment by 
prolonged rest in bed, along with the administration of narcotics and 
the application of fomentations. The only exception to this line of 
treatment is afforded by tumours of the Fallopian tubes of acute 
inflammatory origin, which grow rapidly in spite of absolute rest. 
The operation of choice then consists in incision of the posterior 
vaginal fornix with subsequent drainage. 

In the treatment of chronic inflammatory affections of the 
appendages Steffeck is guided by symptoms rather than by the 
physical, signs revealed by palpation of the pelvic organs. Here 
again prolonged rest in bed is the most important factor in treatment. 
Its duration can be shortened by the use of massage, ichthyol—in 
the form of tampons, ointment and internal administration—and hot 
air baths which should be given daily for one hour to one hour and 
a half, at a temperature of 80° to 100°C. 

In cases where this line of treatment has been pursued without 
effect for four weeks, conservative treatment is useless, and operation 
is indicated. Three methods of operating are practised by Steffeck : 


1. Vaginal incision. This is indicated in the case of purely tubal 


swellings, where the ovaries are unaffected, as in pyosalpinx and 
hydrosalpinx. 


2. Vaginal extirpation of the appendages alone. This procedure 
is indicated in very chronic cases, where tubo-ovarian swellings are 
present. 
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3. Vaginal extirpation of the uterus alone or along with the 
appendages. The radical operation is indicated in cases where the 
uterus is affected along with diseased appendages of both sides, as in 
very old-standing cases of bilateral pyosalpinx associated with chronic 
metritis and peri-metritis, and in cases where the uterus cannot be 
differentiated from the appendage-tumours. 

The writer has performed 145 vaginal operations for these 
conditions, with two deaths, giving a mortality of 1°38 per cent. 


Frank E. Taytor. 


On Fatal Intra-peritoneal Bleeding in Uterine Myomata. 
Sretn. Monats. fiir Geburts. und Gyndkol. Bd. xxii., Ht. 5. 


BLEEDING into the peritoneal cavity apart from rupture of an ectopic 
gestation or tubal abortion is not a common accident. It is known to 
occur occasionally from ruptured veins in the broad ligament or 
varicose veins of the ovary, but apparently Schauta is the only writer 
to mention the possibility of bleeding from the vessels on the surface 
of a uterine myoma. Schauta does not, however, support his state- 
ment by any actual cases. Stein reports the following case which is 
of great clinical interest :—E.B., 39, was brought in a collapsed con- 
dition into the Frauenklinik at Heidelberg, with the history that 
she had been seized with burning pain in the lower abdomen and had 
become unconscious while trying to get into bed. Her previous 
history was not of interest, the menstrual periods having been regular. 
A diagnosis of internal bleeding was made, saline infusion and 
camphor injections were given, and she was brought to the clinic 
for operation. The patient was greatly collapsed, and on examination 
a tumour which apparently was continuous with the right side of the 
uterus was found, and much free fluid was diagnosed in the abdomen. 
A provisional diagnosis of ruptured tubal gestation was made, in 
spite of the patient’s age, and a laparotomy was decided on, although 
the patient was in a most desperate condition. On opening the 
abdomen much fluid blood escaped, two myomata were found in the 
uterus, on one of which were many very large veins. One of these 
veins had a tear in it 3 or 4 millimetres in length. The tubes and 
ovaries were quite free. No other source of bleeding could be found 
anywhere in the abdomen. The uterus and tumours were removed by 
supra-vaginal amputation and the abdomen was closed. Meanwhilea 
litre of salt solution was infused and more camphor injections were 
given. ‘lhe patient practically never rallied and died 40 hours after the 
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operation. At the autopsy no cause for bleeding could be found 
other than the above-mentioned lacerated vein. Microscopically the 
wall of this vein was quite normal, containing its usual amount of 
elastic tissue. 

Only two parallel cases can be found in literature, one 
by Rokitansky, the other by Gusserow and Zweifel. No details of 
the former case are mentioned, but in the latter the fatal bleeding 
occurred in a girl of 27, who had just aborted at the fourth month of 
pregnancy. The bleeding in this case came from a fibroid in the 
posterior uterine wall. 

No cause whatever could be found which would explain the burst- 


ing of the vein in the present case. 
Tuos. G. STEVENS. 


Hydatid in the Female Pelvis, with Notes of a Case of Primary 
Hydatid Disease of the Bladder. 


SranDaGE. Indian Medical Gazette, May, 1905. Vol. xl., No. 5. 


Hypatips in the female pelvis are sufficiently rare to deserve notice. 
In this communication a very extensive formation of these cysts was 
found in the abdomen and pelvis, and as a shrunken, thick membrane 
was found over the bladder and under its peritoneum, this was 
thought to be the primary cyst and the others to be the daughter 
cysts, which but for adhesions were free in the peritoneal cavity. 

The patient was a woman of 20, who complained of pain and 
increasing abdominal enlargement. A smooth, tense tumour was 
felt rising as high as the umbilicus. On examination per vaginam 
a hard, tense tumour was found filling Douglas’ pouch, and evidently 
connected with the uterus, which could not be differentiated from the 
rest of the mass. The case was thought to be one of double pyosalpinx, 
though the possibility of hydatid disease was also considered. At 
the operation the cysts were found to be in connection with 
omentum, with the appendix and small intestine, with the back of 
both broad ligaments, and in the case of the one in the pouch 
of Douglas to be adherent to the rectum and the back of the uterus. 
Eight cysts in all were removed; the uterine appendages were 
unaffected except by adhesion. A thickened wrinkled membrane 
enclosing a small cavity was removed from under the peritoneum 
covering the bladder. The patient made a good recovery. 

The writer discusses shortly other recorded cases of hydatids in 
the female pelvis. 

Joun S. Farrparrn. 
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Two Cases of Kraurosis Vulvz. 


JAYLE (F.) and Benner (X.). Bulletin et Mém. de la Soc. Anat. de 
Paris, July, 1905. 


Tuer writers record two cases of kraurosis vulve, both of which 
presented the typical clinical characters of this lesion. They made 
a careful histological study of excised portions in each case. The 
lesion present was found to be a well-marked sclerosis; the sub- 
epithelial tissues being dense and homogeneousand containing scattered 
foci of embryonic cells. The vessels were few and reduced in calibre. 
The elastic tissue, both of the blood-vessels and the stroma, was 
hypertrophied. These histological findings are compared with those 
of leucoplakia of the vulva. The essential characters of the latter, 
namely, hyperkeratosis, hyperacanthosis and eleidinosis are entirely 
wanting in kraurosis. The differentiation between these conditions 
can be made from histological examination alone. Some writers 
consider that kraurosis represents the ultimate stage in the evolution 


of leucoplakia of the vulva, but this hypothesis is not borne out by 


these observations. Frank E. Taytor. 


Hygienic and Intellectual Education of Girls. 


CarMIcHAEL (JAMES). The Scottish Med. and Surg. Journal, 
November, 1905. Vol. xvii., No. 5. 


Tue tendency in the past and largely still at the present time is to 
educate girls very much on the same lines as boys in regard to the 
scope and character of their school work. The large majority of girls 
have only one occupation in after life, that of becoming help-meets 
of man and the future mothers of our race, yet in educational matters 
the practice largely obtains of educating them in secondary schools 
very much on the same lines as boys, ignoring altogether the sexual 
difference. Dr. Carmichael thinks that this is most detrimental to 
the health of girls, and that the energy expended upon the higher 
education renders them less able to bear the strain of duty in after 
life, more especially with reference to the function of maternity. 

The education of girls should include home as well as school 
training, and, to ensure this, evening lectures or classes should be 
instituted for mothers in connection with Board and other schools. 
Hygienic training of girls should be considered of the first 
importance; intellectual training should be regarded as of 
secondary importance, and should be strictly regulated in 
accordance with the age and physical health of the pupil. The 
majority of girls should not have more than three or four hours 
intellectual work each day for the whole period of school life. Those 
girls who aspire to the higher education should not commence such 
studies before the age of sixteen. All girls should be instructed 
during the last year of their school curriculum in physiology and 
hygiene, in order that when they become wives and mothers they may 
have an intelligent appreciation of the principles necessary for the 
rearing of healthy children. 

Comyns BERKELEY. 





Reports of Societies. 


REPORTS OF SOCIETIES. 


OBSTETRICAL SOCIETY OF LONDON. 


Wednesday, January 3rd, 1906, Dr. W. R. Daxtn, M.D., F.R.C.P., 
President, in the Chair. 


FIBRO-MYOMA OF THE UTERUS UNDERGOING SAaRCcOMATOUS CHANGE. 


Drs W. S. A. GrirFitH and Hersert WILLIAMSON read a paper on this 
subject, which appears as an original article on p. 84 of this number of 
the JouRNAL. 

Dr. HamiLtton Be. mentioned that the case of fibro-myoma under- 
going sarcomatous change, which had been shown to the Society by Dr. 
Tate two months ago, had been considered by the Pathology Committee, 
and that they had declared themselves unable to pronounce definitely in 
favour of the sarcomatous change. On the other hand, the pathological 
department of St. Thomas’s Hospital entertained no doubt upon the 
point. 

Dr. HERBERT SPENCER said that he believed that sarcoma of the uterus 
was commoner than was generally supposed, and that it was often diffi- 
cult to distinguish from fibroid. He considered the presence of large 
or giant cells of considerable value in distinguishing between sarcoma and 
an inflamed fibroid. He mentioned two cases which at the time of opera- 
tion were regarded as simple fibroids, but which on subsequent examina- 
tion, and on the development of secondary growths, proved to be 
sarcomatous. 

Dr. WILLIAMSON, in reply, said that he agreed that when the presence 
of giant cells could be demonstrated, the tumour was probably of a 
malignant nature. 


PYELONEPHRITIS OF PREGNANCY. 


Dr. W. A. Mruuican read a short communication on this subject, which 
appears on p. 95. 

Dr. R. Drummonp Maxwe.u recorded the case of a woman of 25, 
who, when four months pregnant with her first child, was found to be 
passing pus in the urine. She was placed on milk diet, and the symptoms 
subsided so that she was allowed to return home; but in the 26th week of 
her pregnancy she was received back into hospital with a return of the same 
symptoms, and delivery was induced; without, however, effecting much 
improvement. A fluctuating renal swelling was then detected in the left 
loin. A large pyonephrotic abscess was discovered, from which a con- 
siderable amount of friable calculus was removed. 


ADENOMATOUS PoLypuUS OF THE CERVIX. 
Dr. F. E. Taytor showed microscopic sections of a polypus springing 


from the cervix uteri. The polypus was equal in size to a pigeon’s egg, and 
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had been removed from a woman of 53 on account of hemorrhage of five 
years’ duration. Microscopically it is seen to consist of masses of 
glandular tissue surrounded by richly cytogenic lymphadenoid connective 
tissue. 

Dr. AMaNp Rovrtu said that he had seen several of such polypi growing 
from high up in the cervical canal, where muscular and glandular tissues 
intermingle. 

Dr. Hersert R. Spencer said that the adeniferous fibroid polypi were 
not at all uncommon, and he thought it a mistake to call them adenomata. 


UTeringE Fisroips 1n ADVANCED AGE. 
Dr. W. S. A. GrirritH related two cases of calcified fibroids which it 
had become necessary to remove on account of pressure symptoms: one, 


in a patient of 73, and the other in a patient aged 69. In each case 
complete relief followed operation. 


TuspaL MoLe ASSOCIATED WITH SARCOMA OF OvaRrY. 


Dr. GaLasrn showed the left tube containing a mole and corresponding 
ovary (which was sarcomatous) removed together with the appendix from 
« woman of 46, who had had five children. The left ovary was nearly solid, 
but recent section showed a few very small cysts. He thought it probable 
that transperitoneal migration of the ovum had occurred. 

Dr. Farrpalrn said that he considered that the specimen should be 
classed as a fibroma, and not as a sarcoma, of the ovary. He thought 
that there was ovum-bearing tissue on the outside of the tumour and, 
consequently, that there was no need to assume that transperitoneal 
migration of the ovum had taken place. 


NORTH OF ENGLAND OBSTETRICAL AND GYNACOLOGICAL 
. SOCIETY. 


Meeting at the Manchester University, December 15th, 1905, Dr. Luoyp 
Roserts, President, in the Chair. 

AcTIVE GROWTH IN A Fisro-MyOMA TWENTY YEARS AFTER THE MENOPAUSE. 

Dr. WattzeR (Manchester) showed a uterus removed from a patient 
aged 60, who reached the menopause at the age of 40. For seven years 
she had been aware of a lump in the abdomen, which had grown rapidly 
during the last four months, and had caused pain and pressure symptoms. 
After opening the abdomen a large intra-mural fibroid, which extended 
into the right broad ligament, was enucleated, and the uterus was then 
removed. Recovery was normal. The uterus was equal in size to a 
foetal head, the enlargement being due to numerous small fibromata ; at 
the back of the uterus was a large cavity, from which the fibroid had been 
shelled out. The tumour measured 5 inches long by 5 inches wide, and 
4 inches thick. 

The chief interest in this case is the very long time that occurred 
after the menopause before the tumour perceptibly increased in size. 


Kravrosis VULV2. 
Mr. Ropocanacui described a case of this nature. The patient com- 
plained of a small tender lump of eight weeks duration in the anterior 
portion of the external genitals. The lump was found to consist of the 
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clitoris and its prepuce; there was some swelling of the anterior parts of 
the labia minora. The skin was in parts stained a deep brown colour 
whilst elsewhere it was smooth and white. There was an eczematous con- 
dition also. The diagnosis appeared to lie between hard chancre and a 
pre-cancerous state. Mercurial treatment was tried without benefit, and 
the affected parts were therefore freely excised. Sections showed those 
changes in the skin which are characteristic of kraurosis vulve. The 
subcutaneous tissue was full of inflammatory exudate, small round celled 
infiltration being very marked. There was nothing of an epitheliomatous 
nature. The atrophic changes usually apparent to the naked eye were 
in this case masked by swelling of the clitoris, prepuce, labia minora, and 
labia majora. The swelling was, however, secondary, and inflammatory 
in nature. 
Urerine Divartors. 


Dr. Watts and Dr. Cuirrorp (Manchester) showed a set of metal 
uterine dilators they had had made to their own design. The dilators 
are English catheter gauge, and the chief point is that the first inch 
gradually increases in size from that of the last instrument passed to 
that of the one being used—that is, each begins where the last left off, 
thus making it easy to pass from one to another in cases where dilatation 
is difficult with less carefully graduated dilators. 


VAGINAL DRAINAGE TUBES. 


Sir W. J. Srnciarr (Manchester) showed examples of his vaginal thim- 
bles made in silver and in vulecanite. He had had these made because 
glass thimbles were liable to breakage, and also because it was difficult 
to get the instrument properly constructed in glass. 


Petvic IMpAcTION OF FIBRO-MYOMATA. 


Dr. ForuerGiti (Manchester) showed four specimens from cases in 
which he had operated mainly on account of pressure symptoms, together 
with diagrams and drawings illustrating for teaching purposes the effects 
of pelvic impaction of fibroids on the patient and also upon the fibroid. 

Two of the cases were of special interest being examples of first preg- 
nancies occurring in women aged 44 and 45 respectively, whose uteri 
contained fibroids of considerable size. 

F. H., aged 44. No previous pregnancy. Three months amenorrhea. 
Repeated attacks of retention of urine, and intestinal obstruction during 
last three months. On admission abdominal swelling, size of pregnancy 
at term. On passing catheter 66 fl.oz. of urine withdrawn. Theenormously 
hypertrophied bladder could be abdominally palpated though empty, and 
through it a tumour apparently cystic. Pelvis filled with solid tumour ; 
cervix high behind pubes. Incision came down on bladder instead of on 
peritoneum. Hysterectomy difficult on account of hypertrophied bladder 
like an empty football, which could not be kept out of the field of operation. 
Passed blood in urine for a week after operation. 

The specimen, as shown, consisted of half of the uterus and fibroid. 
Part of the cervix had been left in situ, but the cervical canal was seen 
leading to the uterine cavity, which contained in its decidual and feetal 
membranes a small foetus. The fibro-myoma which occupied the pelvis 
was in the posterior uterine wall and measured four inches by six. Sec- 
tions of the other half of the uterus showed normal placental tissue in 
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continuity with the decidua serotina. Other sections demonstrated a 
point about which much discussion has occurred—namely, that a marked 
decidual change occurs during pregnancy in the cervical mucosa, which 
was here seen to be much hypertrophied, its gland spaces being much 
enlarged and convoluted. The decidual cells were easily recognised 
though not large. 

Mrs. H., et. 45, married 94 years. No previous pregnancy. Five 
months amenorrhea. Tumour filling pelvis; cervix not to be felt at 
all. Cystic swelling in hypogastrium, fluid in breasts. Labour in due 
course, preparations for operation made, but the tumour was pushed up 
and living child delivered by turning. Patient did well, but it was not 
thought safe to leave bruised fibroid, so operation done a week after labour 
and tumour with fresh adhesions found and some blood clot in pouch of 
Douglas. Supra-vaginal hysterectomy; normal pulse and temperature 
throughout, but some thrombosis in veins of left leg. 

The specimen consisted, as mounted, of half the uterus and tumour. 
The large puerperal uterus was seen to be the seat of multiple fibroids, 
the one which was impacted being in the posterior uterine wall. It had 
undergone cystic degeneration and its capsule contained only a mass of 
amorphous greenish-yellow material. The site of recent adhesions re- 
mained visible at the lower pole. 


CoMPLETE RUPTURE OF THE UTERUS, WITH SUBSEQUENT ABDOMINAL HystTEr- 
ECTOMY.—RECOVERY. 

Dr. W. K. Watts (Manchester) mentioned a case in which a 
patient, aged 42, had been in labour some twenty-four hours at 3 p.m. 
She was having fair pains, but the os uteri was not fully dilated, nor 
was the presenting vertex engaged in the brim. At 6 o’clock the pains 
were strong and the head was engaging in the brim. At 8 o’clock the 
doctor found a marked change, for pains had ceased, and considerable 
flooding had taken place. The presenting part of the foetus had receded, 
and something very like placental tissue was felt. The doctor delivered 
by version, and was then confronted with the fact that there was a large 
rupture of the uterus through which the placenta had escaped into the 
abdominal cavity. 

Dr. Watts operated the same evening. The abdomen having been 
opened by the central incision a large amount of dark blood was cleared 
away, and then a large rupture of the left posterior part of the uterus 
was discerned. The rupture extended from about half way up the back 
of the uterus downwards to the vagina, and through it passed the cord. 
A hysterectomy was then rapidly performed, a little of the cervix being left 
in front. The cord was cut across and the upper part taken away through 
the abdominal wound—the placenta being found high up near the left 
kidney and spleen. The patient recovered slowly. 


Two VaGINAL OPERATIONS. 


Dr. Luoyp-Roperts (Manchester) described a patient, aged 42, whose 
vagina was occupied by a bulky, rounded, firm mass, almost completely 
filling the pelvis. It appeared to be projecting from the posterior 
vaginal vault, for the finger could only just reach the limits of the cul- 
de-sac behind the tumour, whilst in front the vagina was narrow and 
elongated. The mucous membrane and capsule of the tumour were in- 
cised, and the tumour freed. 
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The mass was a fibroid of the cervix uteri and had extended slightly 
upwards, but especially downwards into the vagina. The uterus was the 
seat of other small fibroids. The tumour was about equal in size to a 
cocoanut, being 5? inches long, 44 inches wide, and weighing 20 ozs. 

Dr. LLoyp-Ropgrts also showed a uterus removed by vaginal hyster- 
ectomy for cancer of the cervix. Cat-gut was used and the clumps of 
ligatures were drawn down into the vaginal vault, where each was secured 
by one of the sutures closing the vaginal wound. Convalescence was much 
favoured by this method, as there was no separation of ligatures by 
sloughing and the after-treatment was reduced to two packings and a 
little douching. 


PARA-VAGINAL SECTION. 


Sir Witu1am J. Sinciarr brought up this subject because in his opinion 
the operation of hysterectomy by means of a para-vaginal incision was 
not used as frequently as it might be with advantage. He maintained 
that it was the best possible operation in certain cases of cancer of the 
uterus, but this was not the chief claim of the operation for the considera- 
tion of surgeons. What he wished to indicate was that in a certain 
class of cases quite independent of cancer, para-vaginal hysterectomy 
was the only operation which could suitably be performed. 

As regards cancer of the uterus, when it was found that vaginal 
hysterectomy did not give remote results as good as were expected, a wave 
of pessimism was observed. The reaction from this was expressed in the 
attempt to secure better results by abdominal hysterectomy with wide 
dissection of the pelvic tissues. The mortality of this operation was 
fearful, and its records had not been published. The high-water mark 
of this operation was reached at Amsterdam in 1899, and at Paris in 
1900. Subsequently even the remote results were found to be unsatis- 
factory, and even Wertheim had ceased to maintain his claims for the 
operation. In 1901, Schuchardt attempted to extend the percentage of 
operable cases and to secure remote results better than those of vaginal 
hysterectomy by the use of the para-vaginal incision. He raised the per- 
centage of operable cases to nearly 60 per cent., and secured 25 per cent. 
of permanent cures as estimated in the conventional manner. Sir William 
Sinclair’s experience confirmed the value of the para-vaginal incision 
in those cases of cancer which, though still operable, were too advanced 
to admit of easy removal through the vaginal orifice. Cases which could 
not be dealt with by the help of this incision were too advanced to be 
operated on at all. 

To pass on, he would give four examples of that class of cases other 
than cancer in which the para-vaginal incision was useful and indeed 
afforded the only suitable means of treatment. 

Case I—A young lady, aged 26, who had never menstruated, had an 
abdominal section with removal of both ovaries for supposed tuberculosis. 
Sir W. J. Sinclair saw her suffering from pain, shock, and other indica- 
tions of hemorrhage into the peritoneum. The primary condition was 
found to be atresia of the cervix. The attacks of peritonitis were due 
to hematometra and hematosalpinx with escape of blood from the tubes 
into the peritoneal cavity. The affected organs were safely and easily 
removed by para-vaginal incision. The corpus uteri was large and dis- 
tended with retained blood, and could not have been removed through 
the virgin vagina without the incision. On cutting into the distended 
organ blood squirted out for a distance of four feet. 
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Case II.—A patient, aged 55, who had passed the menopause at 44, 
was thought to have cancer of the uterus. The vagina of this senile virgin 
was too small to admit of operation without incision. The para-vaginal 
section rendered the operation quite easy and safe. 

Case III.—A patient, aged 40, had been bleeding for a long time and 
was profoundly anemic. The uterus was in a state of general fibrosis, 
and there was a hematosalpinx at one side. The vagina was very nar- 
row. The operation was very easy and successful after para-vaginal 
section. 

Case IV.—A patient, aged 31, had never menstruated, but had had intoler- 
able pain every month. She was said to have had both ovaries removed in 
another hospital. A tumour the size of an orange could be felt on one 
side of the small uterus. The cervix admitted the sound only one half- 
inch. The vagina was narrow. After para-vaginal section the uterus 
was removed with the stump of a tube on one side and a tube, an ovary, and 
a parovarian cyst on the other. The uterus contained blood under pres- 
sure as did the complete tube and the stump on the opposite side. The 
lower portion of the uterine body was quite solid. A complete cure was 
the result. 

These were cases in which operation by the vagina was much pre- 
ferable to abdominal section. It was rendered not only possible, but 
easy, by the para-vaginal incision. 


*Sir William Sinclair has kindly promised to publish the full text of his paper, 
revised and amplified, in a subsequent number of the JoURNAL. 


EDINBURGH OBSTETRICAL SOCIETY. 


Meeting held Wednesday, December 13th, 1905, J. W. Batuantyne, M.D., 
F.R.C.P.,E., President, in the Chair. 


A paper on PupENpAL Myxoma was read by G. F. Barsour Simpson, 
M.D., F.R.C.P.E., F.R.S.E. This appeared in the Journat for December 
last, p. 393. 

A paper on the DELIVERY or THE HypROcEPHALIC INFANT BY SPINAL 
Tappinc—a Sxzconp Casg, was read by the Presipent (Dr. J. W. 
Ballantyne). This paper appears in this number of the Journat, p. 106. 


UTERINE AND OVARIAN TUMOURS. 


Dr. N. T. Brewis showed several interesting specimens, including an 
intra-ligamentary fibroid tumour removed along with the pregnant 
uterus, at the fourth month of gestation; a cervical fibroid removed by 
myomectomy ; an ovarian tumour with a twisted pedicle removed during 
pregnancy; a solid ovarian tumour; and a uterus extirpated for cancer 
of the corpus. 

Dr. J. Hato Fercuson showed a gangrenous cervical fibroid. 


HyYsTERECTOMY FOR HZMORRHAGE. 
Dr. J. Lamonp Lacxkie showed a uterus, rather small in size, which 
he had removed by vaginal hysterectomy for hemorrhage; the patient 
had been previously curetted. 
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FLATTENED Fetus. 


The PresiDENT showed a partially flattened foetus, not a twin. The 
mother had had three normal labours and no previous miscarriages. She 
last menstruated in May (1903), and the foetus and annexa were expelled 
in the beginning of December. To judge from its size and the clinical 
data, the foetus must have been dead in utero for about twelve weeks. It 
measured four inches in length, and the flattening was specially marked 
in the region of the head, where one arm lay in contact with the forehead. 


There was no twin foetus to compress it, and no tumour in the pelvis or 
uterus of the mother. 


RAYNALDE’S “ ByRTHE OF MANKYNDE.” 


The PresipENT showed his copy of Raynalde’s Byrthe of Mankynde. 
It was the first or second English work on midwifery, and was undoubt- 
edly the first illustrated one. Little was known of the author, and there 
was even a question whether he was not also the printer of the volume. 
Part of the work was a translation of Rhodion’s De Partu Hominis. 
His edition was that of 1560; but he showed also the edition of 1552, 
from the Library of the Royal College of Physicians of Edinburgh, and 
that of 1598, which Mr. Underhill had kindly lent to him. It was said 
that the first edition, that of 1540, was dedicated to King Henry VIII's 
Queen, Katherine Parr; but she only became Queen in 1543. The book 
was a fine example of the Black Letter. 


VELAMENTOUS INSERTION OF THE Corp. 


The PresipEnt showed a placenta into which the vessels of the cord 
passed in the membranes (velamentous insertion). The membranes rup- 


tured and the waters escaped three weeks before the child was born 
(about a fortnight prematurely). A considerable quantity of water was 
lost daily during the period. The cord prolapsed (necessitating version), 
and the cause of the prolapse was doubtless the fact that the insertion of 
it was situated low down in the uterus (in the lower segment). The 
child was born alive and survived, although it weighed only 54 lbs. 


ROYAL ACADEMY OF MEDICINE IN IRELAND. 
SECTION OF OBSTETRICS. 


Meeting held on Friday evening, December 15th, 1905, Dr. R. D. Purzroy, 
President, in the Chair. 


Dr. R. C. B. Maunsett showed a uterus removed by Wertheim’s 
method for carcinoma of the cervix. 

Dr. JetuettT asked if he had found the separation of the ureters, as 
Wertheim described it, easy? Wertheim said that if the ureter was 
isolated it sloughed; but what were you going to do if it ran through 
or on the top of a carcinomatous mass? If this is so, it would seem 
to be a necessary part of the operation to remove this isolated portion 
and reinsert the ureter into the bladder. He did not see any difficulty 
in the rest of the operation. 

The Prestpent said that in the removal of a cancerous uterus one 
of the chief things was the safety of the ureters, and this was difficult 
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to provide for. It was an interesting point that so many glands were 
examined and found to be free from cancer. His own feeling was that 
the uterus should be removed in every case in which there appeared to 
be even a slight chance of the patient getting over the operation. 

Dr. Maunsgut, in replying, said that he too thought that the operation 
should be done if possible, as he believed the suffering was less when a 
patient died from a secondary growth, as in the liver, than from the 
primary one. The ureter had to be separated if you were going t 
extirpate the parametrium, and he would not have the least hesitation i 
doing it, as he thought there was little danger of sloughing, so long 
you did not pinch the ureter in any way. He had not found it easy 
to carry out Wertheim’s procedure—namely, to lay your finger on the 
ureter and pass your finger between the ureter and the uterine vessels, 
Otherwise there was nothing very difficult in the operation, but it was 
rather lengthy. 

Dr. Hastinas Twerpy showed a retro-peritoneal sarcoma. 

Dr. Row etter described the pathology of the tumour, 

The Prestpgent described a somewhat similar case in a girl, aged 
seventeen. There had been steadily-increasing distension of the abdomen 
for two years. The urine was loaded with albumen. Operation revealed 
a tumour weighing 17 or 18 lbs., in the retro-peritoneal tissue in the region 
of the left kidney, which was free. 

Dr. Gou.ptna asked if there was a mesentery in connection with the 
tumour, as it was hard to conceive that the vessels underneath would not 
otherwise be pressed on. 

Dr. Tweepy, in replying, said that the tumour was absolutely fixed 
to the spine, and he had been surprised that there was no evidence of 
pressure on the vessels. This class of tumour could not be diagnosed 
before the abdomen was opened, and once this was done the surgeon should 
always complete his operation. 


Some Points or INTEREST IN A SERIES OF Two HunprEeD AND ELEVEN 
Major OPERATIONS. 

Dr. Hastrncs Tweepy read a paper dealing with some points of interest 
in a series of two hundred and eleven major operations performed by him 
in the Rotunda Hospital, which appears as an original article on p. 75 of 
this number of the Journal. 

Dr. JELLETT congratulated Dr. Tweedy, and said he agreed with him 
in his views on theatre expenditure. He also approved of having the 
windows open during operations. He thought the sterilizing apparatus 
should be removed to some distance from the theatre, as the air could, at 
present, be contaminated by it. He was inclined to think that face bags 
were not really necessary if the operator took proper care of his teeth. 
Discussing the technique of operating in cases of sterility, especially when 
caused by closure of the ostia of the tubes, he asked Dr. Tweedy if he had any 
reason to think that in a case where the tubal ostium had been glued down 
to the intestines there was any chance of making it patent again. He 
himself thought the chance small, and he thought the time might be better 
employed in removing the fimbriated extremities of the tubes where adhe- 
sions were most likely to form. He was much surprised to hear that Dr. 
Tweedy washed out the abdomen in every case, and asked what his views 
were on the subject of drainage. 

Dr. Kipp asked what method of suturing was used in the cases of 
ventral hernia. He himself had used the three layer principle with good 
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reaults. In the case of a sloughing myoma, which was removed by mor- 
cellement, and which ended fatally, would it not have been better to have 
removed the entire organ? He thought that many cases of sterility 
were due to the condition of the male. He approved of wearing a mask, 
as a certain amount of sputum was kept out of the field of operation by 
this THe ATS, 

Dr. Horne agreed that the enormous expenditure incurred in making 
theatres was to be deprecated. He appreciated the strict asepsis of Dr. 
Tweedy, and suggested that the nurses also should wear masks. The fact 
of # many stitch abscesses having occurred showed that no matter what 
care was taken accidents would happen. He believed that cases of cancer 
frequently came for treatment when too late, owing to the fact that pain 
was a late symptom in the disease. 

The Presipent said he had not made the use of rubber gloves a general 
practice. Many operators stated that their successes were not materially 
increased by their use, and the difficulty of manipulation was certainly 
increased. He asked what Dr. Tweedy considered the indications for 
operation in cases of recurring displacements. Many of these cases were 
attended with symptoms. He utterly disbelieved in vaginal fixation, and 
thought that after Alexander’s operation the ligaments frequently 
stretched again. He thought there was likely to be trouble after these 
fixation operations if the woman became pregnant, and supposing the 
ligaments were strong enough to hold. 

Dr. Hastinas Twrepy, in reply, said that he had enumerated all his 
bad cases. Those that remained recovered without causing anxiety. They 
neither suffered from excessive thirst, vomiting, flatulent distension, nor 
obstinate constipation. This he attributed in some part to filling the 
abdomen with saline solution. The patients would probably have recovered 
without. the saline infusion, but he felt convinced that their convalescence 
would have been less uneventful. His series includes 100 consecutive 
abdominal sections without a death, but this is not a satisfactory record, 
so long as the majority of cancer cases seen are not submitted to operation. 
The submucous myoma removed by morcellation protruded through the 
vulva as a sloughing mass, and it was quite out of the question to suggest 
its removal by abdominal section. 
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REVIEWS OF RECENT BOOKS. 


Dig KRANKHEITEN DES BECKENBINDGEWEBES (Diseases of the Pelvic Con- 
nective Tissue), unter Mitwirkung von J. A. Amann, Junr., 
Miinchen; O. Busse, Posen; and Ph. Jung, Greifswald. Heraus- 
gegeben von A. Martin, Greifswald. Berlin: 8. Karger, 1906. 


Ten years ago a valuable treatise, Die Krankhetten der Fileiter, was 
added to medical literature. Its merits are well known, and it will be 
remembered mainly for two features—the appearance of a new term, 
“sactosalpinx,” and the inclusion within its pages of Sanger and Barth's 
tables of cases of primary papilloma and carcinoma of the Fallopian 
tube. Die Krankheiten der Eversticke und Nebeneiersticke appeared 
in 1899, the most complete text-book on diseases of the ovaries extant, 
chiefly celebrated for the thoroughness with which the question of sar- 
coma and carcinoma was discussed in the chapters on tumours of the 
ovary, and for the publication in a condensed form of Kossmann’s 
theories on the development of broad ligament cysts and_ papilloma. 
Professor August Martin, the worthy and able editor of these two 
treatises has now concluded his series, which he groups together under 
the common title, Handbuch der Krankheiten der weiblichen Adnevr- 
organe. This last instalment, in which the excellence of its two pre- 
decessors is fully maintained, is devoted, we were about to write, to 
diseases of the connective tissue of the pelvis, but on the title page the 
words ‘und des Beckenbauchfells” (and of the pelvic peritoneum) are 
added modestly in smaller type. This is significant, as the days are 
past when pelvic peritonitis was spoken of as though it were a primary 
disease ; but our knowledge of inflammatory affections of the appendages 
has taught us that local inflammation of the peritoneum is manifestly 
a pure complication. The association, however, of these two terms, 
“pelvic connective tissue” and “pelvic peritoneum,” must infallibly 
put us in mind of certain old acquaintances, such as the too nicely 
balanced and somewhat confusing expressions, “perimetritis” and 
“parametritis,” savouring too much of medieval mystification, like 
“Balin and Balan,” and those blessed words, “haematoma and hzmatocele,” 
so dear to gentlemen who discuss the pathology of their own cases of 
extra-uterine pregnancy at meetings of medical societies. We look for- 
ward to the views of the authors of this treatise on the conditions 
expressed by the above familiar, almost harmonious, names, and of 
necessity this volume is largely made up of chapters on local inflamma- 
tions and hemorrhages. 

Turning to details, we must first express our sympathy with the 
editor for the loss of his distinguished collaborator, Professor Sanger, 
who contributed important chapters on ovarian dermoids and new 
growths of the Fallopian tube to the first and second parts of the 
“Handbuch.” Dr. Jung’s introductory chapter on the anatomy and 
physiology of the pelvic connective tissue will repay careful study. The 
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illustrations are mostly after Freund, Veit, and Tandler and Halban; 
the coloured microscopic plates illustrating the innervation of the cervix 
are of more than artistic value. The pathological or main portion of 
the text practically begins with an excellent chapter by Professor Martin 
himself, on Hamatoma extra-peritoneale periuterinum. The references at 
the head of this chapter are enough to make the most industrious young 
pathologist tremble at their copiousness, indeed we may say the 
same of the other tables further on, not excepting the pageful of 
names of papers on tumours of the round ligament alone. Thanks are 
due to the editor for the indefatigable labour he has spent in collecting re- 
ferences of importance, but we eagerly seek his own experience. We are, 
therefore, struck by the following remarks: “Great importance has been 
attached, up to the present time, to the formation of a hematoma in 
association with the intra-ligamentary development of tubal pregnancy. 
It has been, relatively speaking, diagnosed very frequently. In about 300 
cases of extra-uterine pregnancy verified by examination during an 
operation or at a necropsy, / have not observed one single case of typical 
extra-peritoneal hematoma.” These words of a high authority will not 
be forgotten, and they are followed up by a criticism of a case of hema- 
toma, compared with a clear instance of hamatocele, reported by an 
English writer at a meeting of the Obstetrical Society of London in 1904. 
Professor Martin gives reasons for believing that the “hematoma” was 
intra-peritoneal, that is to say, not a hematoma at all, but a hematocele. 
His arguments, though weighty, are not conclusive, for we must bear in 
mind that Taylor, of Birmingham, admits the existence of hematoma 
associated with tubal gestation. All must agree, however, with Professor 
Martin that compared with hematocele it is quite exceptional. 

The classical words “ parametritis” and “ perimetritis,” introduced by 
Virchow and sanctioned by Matthews Duncan (notwithstanding objections 
already indicated), are retained. Weare gratified to find that the labours of 
the latter are not forgotten. Martin himself discusses the etiology of para- 
metritis, dwelling on certain well-attested non-puerperal cases reported 
by Cullingworth and others; but he notes that Le Bee’s and Cramer's 
must be rejected, being really instances of suppurating clots. The para- 
graphs on post-operative and gonorrhceal parametritis will be read with 
interest, and we need hardly say that the common puerperal type is 
treated at great length. 

Thirty-four pages are allowed to hxmatocele, and four more to the 
abundant recent literature on that important topic. Dr. Busse has com- 
piled an instructive chapter on its pathological anatomy. He admits 
that in the large majority of cases the heematocele is associated with 
extra-uterine pregnancy. In respect to more exceptional causes of this 
condition, Martin states that he has observed large hematoceles due to 
rupture of ovarian follicles. They seem to be usually associated with other 
well-known pelvic diseases, such as uterine fibroids, tubo-ovarian cysts 
and traumatic conditions. A true “apoplexy” of a normal ovary, with 
the blood running freely into Douglas’s pouch, seems to be unknown. 
Hemorrhage from the tube may be the source of the hematocele, but 
Martin denies that an authentic case of tubal menstruation has ever been 
observed. Martin is not inclined to admit the ‘ para-tubal heematocele ” 
and “hemodynamocele” of certain British authorities as distinct 
varieties of hematocele associated with tubal gestation. 

Dr. Busse favours the reader with some important observations on the 
pathology of blood effusions into the peritoneum. The blood, he points 
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out, will be absorbed in all cases where the loss is not sufficient to kill, 
provided that it be fluid and that the peritoneum be healthy and there- 
fore capable of absorbing it. In those now familiar hematoceles asso- 
ciated with early interruption of tubal pregnancy both these conditions 
are absent. The blood issuing from the ostium of the Fallopian tube 
where a tubal mole lies in the sac, or the blood escaping into the peritoneal 
cavity during tubal abortion is partly coagulum and not usually very 
recent coagulum. The peritoneum is never in a perfectly normal condi- 
tion. Roughening of its free surface is not the sole or essential change ; 
Busse has detected great vascularity of the subserous tissue of Douglas’s 
pouch in several cases of very early tubal gestation, evidently of older 
standing than the concomitant but purely secondary hematocele. The 
coagulum constituting the hematocele of tubal pregnancy is more than 
common blood clot ; Busse describes the changes which it undergoes when 
it becomes organized on the surface of Douglas’s pouch or on omentum. 

Professor Martin himself finds, after an experience of over 250 opera- 
tion cases for early tubal pregnancy, that tubal mole without hematocele 
is the condition observed in about half the entire number. In much more 
than a quarter of the remaining half, where hematocele is invariably 
present, the blood arises from a tubal abortion, the ovum being expelled 
through the ostium into the peritoneal cavity. True rupture of the sac, 
where the hemorrhage is necessarily grave, is quite the exception. As a 
corollary Martin admits that in a large number of cases of tubal sacs 
where pregnancy is checked at an early stage spontaneous recovery 
ensues, and hence many hematoceles become absorbed, as is proved by 
the frequent detection of traces of altered clot in the pelvic peritoneum 
in the bodies of old subjects. But though Martin agrees with Veit, Thorn, 
and Fehling’s observations proving spontaneous recovery in cases of 
heematocele, he implies that we must not rely upon such experience as a 
guide too much, for recurrence of dangerous hemorrhage is always possible, 
and, on the other hand, removal of a tubal sac in early pregnancy is an 
operation attended with only a slight mortality. His opinions are in 
accord with those of many British authorities. 

In the chapter on peritonitis and perimetritis, written by Dr. Busse, 
that writer returns to the question already considered by him in the 
account of his researches into the nature of hematocele, namely, the 
impairment of the absorbing power of the peritoneum. This lesion 
is often observed in cases of large ovarian cysts, or rather was often 
observed in days when tumours of that class were allowed to grow to a 
great size. Cicatricial tissue develops over the wide area of peritoneum 
irritated by contact with the big new growth. When the tumour is 
removed blood oozing from the pedicle is not absorbed. Dr. Busse 
quotes A. F. Neumann’s observation on a case where a hematocele 
developed under those conditions. These statements should be borne in 
mind, for unabsorbed blood may form a favourable medium for the 
cultivation of septic germs introduced from without ; in other words, septic 
peritonitis after an ovariotomy complicated by adhesions is not neces- 
sarily due to infection from damaged intestine or from the contents of the 
cyst. Dr. Busse’s chapter on perimetritis includes some interesting 
paragraphs on infection from gonorrhoea and on tuberculous peritonitis. 
Dr. Busse, whilst dwelling on the bad influence of peritoneal inflammation 
and absorption through surfaces of peritoneum still free, does not, of 
course, minimise the gravity of intestinal adhesions. He shows, as the 
result of researches into about a dozen cases of death after ovariotomy in 
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the Greifswald clinic, that bowel is cften damaged, and not only by 
separation of a large area of peritoneal adhesions. Fibrinous bands tend 
to drag on their intestinal attachment, which may be very narrow, 
pulling out a minute funnel-like process of bowel. This process involves 
all the coats, in consequence if the band be separated close to the gut the 
mucous membrane may be wounded. The perforation is very easily 
overlooked during an operation, but is quite sufficient to allow of fatal 
bacillus coli infection. Even at the necropsy it is not always easy to 
detect a perforation of this type. 

It is no longer the custom amongst compilers of text-books on 
gynecology to pass lightly over pelvic tumours originating beyond the 
limits of the uterus, tubes, and ovaries. In this work over eighty of its 
final pages are devoted to an almost encyclopedic review of new growths 
of the pelvic connective tissue by Dr. J. A. Amann. This review begins 
with a good disquisition on fibroma and fibromyoma independent of 
uterine fibroid disease, the author adding five cases to the long series 
of tumours of this type reported or collected by previous writers. 
Stroheker’s valuable monograph is not overlooked, it is the most complete 
special work on the subject ever published. Turning to another class of 
pelvic tumour about which a great deal has been written of late years, 
fibroids of the round ligament, we find that the subject is treated at 
some length by Dr. Amann, who introduces two instructive plates, one 
representing a fibromyoma with its relation to the round ligament whence 
it springs clearly demonstrated, the other displaying the lymphangiectases 
seen on the cut surface of a round ligament myoma undergoing myxoma- 
tous degeneration. In his recapitulation of cases of fibroids of the intra- 
abdominal portion of the round ligament the author has overlooked Dr. 
Herbert Spencer’s important communication on the subject with tables, 
but as it appeared in the forty-sixth volume of the 7’ransactions of the 
Obstetrical Society of London, which was not published in full until last 
March, it is possible that Dr. Amann’s article was completed before the 
British writer’s paper could come under his notice. Tumours of the 
ovarian ligament are discussed in a few paragraphs; Briggs’s cases have 
been overlooked. Dr. Amann reports a case of a new growth of this 
kind associated with multiple uterine fibroids from which it was quite 
distinct; Doran and Lockyer have observed instances of the same com- 
bination of fibroids of the ovarian ligament and uterus, reported in the 
former writer’s Harveian Lectures which appeared in the Lancet early 
in 1903; these cases also have escaped Dr. Amann’s vigilance. The 
review of sarcoma of the pelvic connective tissue is very complete and is 
adorned with three good illustrations, a few isolated cases published 
outside the German and Austrian Empires have been overlooked; but 
Dr. Amann has satisfactorily performed a task involving great labour, 
and his sketch of new growths of the pelvic connective tissue will be of 
invaluable service to the gynecologist and pathologist for many years to 
come. Space forbids us to dwell on his observations on non-ovarian 
dermoids, echinococci, and adrenal elements in the same region. 

Professor Martin and his collaborators may be congratulated on this 
eminently standard work, which is based on their own wide experience, 
blended with a fair and judicious consideration of the labours of others. 
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Matues (P.). Zentralb. fiir Gyndkol., 1905. Vol. xxix., p. 1,253. 
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PELvIs, Bony, study of one hundred and fifty cases. 
Davis (E. V.). Journ. Amer. Med. Association, 1905. Vol. xlv., p. 1,709. 
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PREGNANCY complicated by cancer of the cervix, two cases of, with record of their 
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Ottver (T.) and Morison (J. R.). Lancet, 1905. Vol. ii., p. 1,087. 
PREGNANCY complicated by appendicitis and typhlitis. 
Fours (H.). Arch. fiir Gyndkol., 1905. Vol. Ixxvi., p. 507. 
PREGNANCY complicated by chorea gravidarum and eclampsia, recovery, a case of. 
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PREGNANCY, complications of, treated surgically. 
Donocuve (F. D.). Journ. Amer. Med. Association, 1905. Vol. xlv., p. 1,629. 
PREGNANCY, displacement of the cecum in appendicitis during. 
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PREGNANCY, pernicious vomiting of, excretion of acetone and diacetic acid in a case of. 

Batpwin (H.). Amer. Journ. Med. Sciences, 1905. Vol. cxxx., p. 649. 
PREGNANCY, vomiting of, the pernicious. 

Witurams (J. W.). Lancet, 1905. Vol. ii., 1,172. 
PreGnant Uterus, an irregular shape of the. 

Scuper1 (Constantino). La Ginecologia, September 30th, 1905, p. 545. 
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LepaGeE and others. Comptes Rendus de la Soc. d’Obstét. de Gynécol. et de 
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RETROVERSION of the gravid uterus, treatment of. 
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Toxamia of pregnancy, symposium on. 

Med. News, New York, 1905. Vol. Ixxxvii., p. 859. 
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PFEILSTICKER (W.). Zentralb. fiir Gyndkol., 1905. Vol. xxix., p. 1,499. 
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Uterus, spontaneous rupture of. 
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Scuwarz (H.). Amer. Journ of Obstetrics, 1905. Vol. lii., p. 161. 
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146 Journal of Obstetrics and Gynecology 


CSAREAN SECTION, a case of (second operation). 
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DistnrecTion of the hands and instruments in obstetrics and surgery. 

ABLFELD (H.). Deuts. med. Wehnschr., 1905. Vol. xxxi., p. 1,953. 
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Spracve (T. H.). Lancet, 1905. Vol. ii., pp. 1,254, 1,430. 
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PaRTURITION, emphysema occurring during. 

Watson (D.). Lancet, 1905. Vol. ii., pp. 1,360, 1,505. 
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SympnysioTomy, four cases of. 

Houtwec (H.). Zentralb. fiir Gyndkol., 1905. Vol. xxix., p. 1,281. 
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III. PUERPERIUM. 
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CHILDBIRTH, restitution to normal after. 
Hirst (B. C.). New York Med. Rec., 1905. Vol. Ixviii., p. 717. 
CoLostruM AND Mink, researches on the cellular elements of. 
Watticu (V.) and Levapitr (C.). Annales de Gynécol. et de Obstét., 1905. 
Vol. xxxii., p. 713. 
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PUERPERAL FEVER, a case of, successfully treated with anti-streptococcic serum. 
Brackwoop (W.). Lancet, 1905. Vol. ii., p. 1,253. 
PUERPERAL FEVER, curettage and. 
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PUERPERAL FEVER, prevention of. 
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PUERPERAL SEPTICEMIA, with special reference to the value of antistreptococcic serum, 
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PUERPERAL STATE and nursing, connection between phthisis and. 
Bupin (P.). Le Prog. Médical, 1905. Vol. xxxiv., p. 878. 
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Bonnatre (E.). Za Presse Méd., Paris, 1905. Vol. xiii., p. 639. 
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Mack and Moncany. Bulletin de la Soc. d’Obstét. de Paris, July, 1905. 
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IV. FE@TUS AND NEW-BORN CHILD. 


AcHONDROPLASIA in an infant six months old. 
Herman (H.). Arch. of Pediat., 1905. Vol. xxii., p. 801. 
ADENOIDS in the new-born. 
Movre (E. J.). Allg. Wien. Med. Zeit., 1905. Vol. 1., p. 609. 
ANENCEPHALIC Fatus, histological study of the nervous system of. 
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ANENCEPHALIC MONSTER, a case of. 
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ConGENITAL HEPATOPTOSIS, showing a mesohepar. 
Crarke (T. W.) and Dotizy (D. H.). Amer. Journ. Med. Sciences, 1905. Vol. 
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CoNGENITAL imperforate anus. 
Hunter (Q. W.). Medical Age, Detroit, 1905. Vol. xxiii., p. 888. 
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with report of an autopsy on a case. 
Kopuik (N.). Arch. of Pediat., 1905. Vol. xxii., p. 881. 
ConGENITAL StRIDoOR, etiology of. 
Bauurn (L.). Jahrb. fiir Kinderheilk, 1905. Vol. 1xii., p. 808. 
ConGENITAL Ta.ipsEs, the treatment of. 
FarrBank (H. A. T.). Clinical Journal, 1905. Vol. xxvii., p. 189. 
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Heiman (H.). Arch. of Pediat., 1905. Vol. xxii., p. 848. 
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Hampurcer (F.). Jahrb. fiir Kinderheilk., 1905. Vol. |xii., p. 479. 
Dyspepsia, acute, in the new-born, treatment of. 
Hocusincer (C.). Deuts. med. Wehnschr., 1905. Vol. xxxi., 1889. 
FEEDING, ARTIFICIAL, of infants, importance of the first steps in. 
Gittincs (J. C.). Journ. Amer. Med. Association, 1905. Vol. xlv., p. 1,722. 
Fata Heap, antepartum measurement of. 
Stone (W. S.). New York Med. Rec., 1905. Vol. Ixviii., p. 725. 
Fata MALFORMATIONS, congenital. 
Barnes (C. 8.). New York Med. Journ., 1905. Vol. 1xxxii., p. 1,036. 
Fetus, an acardiac. 
GuaDsToNE (R. J.). Journ. Anat. and Physiol., 1905. Vol. xl., p. 71 (3 plates). 
Farus anD Pracenta in the transmissibility of tuberculosis. 
Bossr (L. M.). Arch. fiir Gyndkol., 1905. Vol. Ixxvii., p. 21. 
Fetus, microscopical study of the biology of the genital organs of. 
Horsaver (J.). Arch. fiir Gyndkol., 1905. Vol. Ixxvii., p. 139. 
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Fetvs in utero, status of. 
Hvucues (H.). New York Med. Journ., 1905. Vol. 1xxxii., p. 963. 
Funis, prolapse of. 
Cory (W. H.). Brit. Med. Journ., 1905. Vol. ii., p. 1,205. 
GASTRIC DIGESTION of breast-fed infants. 
Hampurcer (F.) and Sperk (B.). Jahrb. fiir Kinderheilk, 1905. Vol. Ixii., 
p. 495. 
Hernia of the lung in an infant. 
Mack. Bulletin de la Soc. d’Obstét. de Paris, November, 1905. 
Inrancy, tuberculosis in. 
NanweELaers. La Presse Méd. Belge, 1905. Vol. lvii., p. 1,109. 
INFANT FEEDING, hygiene of. 
JEANNIN (C.). Le Prog. Méd., 1905. Vol. xxi., p. 923. 
InFantT Feeptne (“Les consultations de nourissons”’). 
DevralGne (L.). La Presse Méd., Paris, 1905. Vol. xiii., p. 681. 
InFaNT FEEDING, on the work of, biological enquiries on. 
Monti. Allg. Wien. Med. Zeit., 1905. Vol. 1., pp. 575, 599. 
INFANTILE DIARRHEA. 
SUTHERLAND (G. A.). Practitioner, 1905. Vol. Ixxv., p. 489. 
INFANTILE Mortatity and infant milk depéts. 
Tuompson (W. J.). Medical Press, 1905. Vol. ii., p. 426. 
INFANTILE MorTALIty, a statistical study from the public health standpoint. 
NewsHouME (A.). Practitioner, 1905. Vol. Ixxv., p. 489. 
INFANTILE Mortatity. What is the best means of combating it? 
Catwata (V.). Arch. Gén. de Méd., 1905. Vol. 1xxxii., p. 2,784. 
Inrants’ Home (Saéuglingsschutz) in Vienna, administration and management of. 
Srerk (B.). Wien. klin Wehnschr., 1905. Vol. xviii., p. 1,179. 
INFANTS, rational feeding of. 
Net. Arch. Gén. de Méd., 1905. Vol. 1xxxii., p. 2,588. 
MATERNAL feeding. 
Davis (E. V.). Pediatrics, 1905. Vol. xvii., p. 771. 
MELG@NA NEONATORUM, a case of, recovery. 
Heap (E. F.). Zancet, 1905. Vol. ii., 1893. 
Mipwives and infant mortality. 
Horzter. Berl. klin. Wehnschr., 1905. Vol. xlii., p. 1,602; also Wien. Med. 
Presse, 1905. Vol. xlvi., p. 2,193. 
Moruer’s Mik, fat indigestion from. 
Norturvp (W. P.). Archives of Pediatrics, 1905. Vol. xxii., p. 905. 
Myoronia congenita, or Thomsen’s disease. 
Meara (F. S.). Arch. of Pediat., 1905. Vol. xxii., pp. 812, 859. 
NEW-BORN, apparent death of. 
AHLFELD (F.). Zeits. fiir Geburts. und Gyndkol., 1905. Vol. lvi., p. 122. 
NeEw-BoRN, intra-cranial hemorrhages of, surgical intervention for. 
Cusine (H.). Amer. Journ. Med. Sciences, 1905. Vol. cxxx., p. 563. 
PERITONITIS, staphylococcic, in an infant. 
Farx and Hersinet. Bulletin de la Soc. d’Obstét. de Paris, July, 1905. 
Purmosis, congenital, with encysted preputial calculi. 
Wittwore (W. S.). Indian Med. Gazette, 1905. Vol. xl., p. 386. 
PNEUMONIA, acquired intra-uterine, a case of. 
Bocnenskt and GroéweL. Monats. fiir Geburts. und Gyndkol., 1905. Bd. xxii., 
Ht. 4, p. 490. 
SEA-wATER, subcutaneous injections of, in therapeutics of infants. 
Porock1, Quinton and Latescut. Comptes Rendus de la Soc. d’Obstét. de 
Gynécol. et de Padiat. de Paris, 1905. Tome vii., pp. 217, 254. 
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Sepsis in a newly-born infant. 
Jacost (A.). Arch. of Pediat., 1905. Vol. xxii., p. 801. 
SprROCHAETE OF SyPHILIS, some considerations of, in connection with congenital 
syphilis. 
Satmon and Mack. Bulletin de la Soc. d’Obstét. de Paris, November, 1905. 
SypHILIs, congenital, congenital latent hypoplasia of the glandular organs in. 
Kimta (R.). Wien. Med. Wehnschr., 1905. Vol. lv., pp. 1,982, 2,027, 2,074, 
2,114, 2,162, etc. 
TeTANUs in the new-born, its treatment. 
Miron (G.). La Presse Méd. Paris, 1905. Vol. xiii., p. 708. 
UmpiiicaL Corp, aseptic management of. 
Scnety (J. T.). Journ. Amer. Med. Association, 1905. Vol. xlv., p. 1,517. 
Med. News, New York, 1905. Vol. Ixxxvii., p. 1,100. 
UmpiLicaL Hernia, congenital, a case of, containing Meckel’s diverticulum. 
LanpMAN (A. J.). Lancet, 1905. Vol. ii., p. 1,403. 


V. VARIOUS. 


Eskimo Mipwirery, medical affairs in the heart of the Arctics. 

Senn (N.). Journ. Amer. Med. Association, 1905. Vol. xlv., p. 1,650. 
MipwiFreEry, certain questions arising in the practice of. 

Horrocks (P.). Guy's Hospital Gazette, 1905. Vol. xix., p. 468. 
Mrpwives and disinfection. 

SommervItie (D.). Public Health, 1905. Vol. xviii., p. 99. 
MortTatity, maternal and infantile, reduction of, in private obstetric practice. 

Rettew (D. P.). Pediatrics, 1905. Vol. xvii., p. 629. 
OssTeTRIc Views that need reviewing. 


STEPHENSON (W.). Scott. Med. and Surg. Journ., 1905. Vol. xvii., pp. 289 and 
385. 


OBSTETRICIANS, important subjects which have occupied the attention of, during the 
past year. 
Journ. Amer. Med. Association, 1905. Vol. xlv., p, 1,132. 
PaRALysIs, parental, periodical. 
Bootn (J. G.). Pacific Med. Journ., 1905. Vol. xlviii., 585. 


B.—GYN 2COLOGY. 


I. OVARIES AND FALLOPIAN TUBES. 


ADNEXA, torsion of the pedicle in, in inguinal hernia in children. 
Damranos (N.). Deuts. Zeits. fiir Chirur., 1905. Vol. lxxx., p. 228. 
APPENDAGES, diseases of the. 
Doteris (J. A.). La Gynécologie, October, 1905, p. 385, and December, 1905, 
p. 508. 
YSTOMA OVARII MULTILOCULARE PSEUDO-MUCINOSTUM, a case of, with wide perforation 
of bladder and rectum, and fistule into ileum and sigmoid flexure. 
Martin. Monats. fiir Gehurts. und Gynékol., 1905. Bd. xxii., Ht. 6, p. 785. 
Cysts OF OVARY, with torsion, hemorrhages from. 
Dantet (C.). Revue de Chirur., 1905. Vol. xxxii., p. 479. 
Dermoid Ovarian Cyst. simulating floating kidney. 
Isaacs (A. E.). Medical Record, New York, 1905. Vol. Ixviii., p. 1,053. 
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EMBRYOMATA and adenomata of the ovary, an experimental contribution to the 
etiology of. 
Basso. Monats. fiir Geburts. und Gyndkol., 1905. Bd. xxii., Ht. 5, p. 670. 
GENITALS, FEMALE, treatment of inflammatory tumours of the adnexa. 
Srerreck. Miinch. med. Wehnschr., 1905. Vol. lii., p. 2,419. 
Hzmatoma of the ovary, and its pathological connection with the ripening and the 
retrogression of the Graifian follicle. 
Savace (S.). Medical Press, 1905. Vol. ii., p. 583. 
Hernia of the tube without the ovary. 
Anprews (F. T.). Journ. Amer. Med. Association, 1905. Vol. xlv., p. 1,625. 
OvaRIAN and PaROvARIAN Cysts, with twisted pedicle. 
Brotuers (A.). Amer. Journ. Obstet., 1905. Vol. lii., p. 190. 
OvaRIAN Cyst, operation, recovery. 
Hopcoop (T. F.). Brit. Med. Journ., 1905. Vol. ii., p. 953. 
OvaRIANn TISSUE, conservation of. 
Hype. Amer. Journ. Obstet., 1905. Vol. lii., 290. 
OvarIAN transplantation. 
Therap. Gazette, 1905. Vol. xxix., p. 747. 
Ovarian transplantation. 
Basso (G. L.). Arch. fiir Gynekol., 1905. Vol. Ixxvii., p. 51. 
OvaRIOTOMY, case of. 
VaucHAN (J. C.). Indian Med. Gazette, 1905. Vol. xl., p. 461. 
Ovary, cyst-epithelioma of, causing anuria. 
Cuavannaz (G.). Gaz. Hebd. des Sci. Med. de Bordr., 1905. Vol. xxvi., p. 603. 
Ovary, cysts of, tuberculosis of. 
Potxiosson (A.) and Vioter (H.). Annales de Gynécol. et d’Obstét., 1905. Vol. 
xXxxii., p. 585. 
Ovary, endothelioma of. 
Barzsour (A. H. F.). Scottish Med. and Surg. Journ., 1905. Vol. xvii., p. 497 
(2 plates). 
Ovary, healing of wounds of. 
CurisTina. Monats. fiir Geburts. und Gyndkol., 1905. Bd. xxii., Ht. 5, p. 665. 
Ovary, tumours of, secondary. 
Amann (J. A.). Miinch. med. Wehnschr., 1905. Vol. lii., p. 2,414. 
Ovary, tumours of, the origin of malignant tumours of the abdominal wall, after 
removal of. 
Potano (0.). Zeits. fiir Geburts. und Gyndkol., 1905. Vol. lvi., p. 416. 
SALPINGO-O6PHORITIS, conservative treatment of. 
Fert. Monats. fiir Geburts. und Gyndkol., 1905. Bd. xxii., Ht. 5, p. 674. 
Struma Ovaril. 
Uxeska-Strocanova. Monats. fiir Geburts. und Gyndkol., 1905. Bd. xxii., 
Ht. 4, p. 503. 
Tose, chorion-epithelioma of, primary. 
Rise, (W.). Zeits. fiir Geburts. und Gyndkol., 1905. Vol. lvi., p. 154. 
TuBES AND OvaRIES, limitations of conservative surgical work on. 
_ Duper. Amer. Journ. ‘of Obstet., 1905. Vol. lii., p. 285. 


II. UTERUS, INCLUDING DISORDERS OF MENSTRUATION. 


ADENOMA, malignant, of the cervix uteri. 

Limnety (A. R.). Arch. fiir Gyndkol., 1905. Vol. Ixxvii., p. 127. 
AMENORRHEA as an early sign of a cerebral lesion. 

La Semaine Méd., 1905. Vol. xxv., p. 554. 
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AnvRIA in cancer of uterus, preventive treatment of. 
Lecvev. Comptes Rendus de la Soc. d’Obstét. de Gynécol. et de Pcediat. de 
Paris, 1905. Tome vii., p. 262. 
CaNCER OF THE CERVIX after supra-vaginal hysterectomy for fibroid. 
Turner (G. G.). Brit. Med. Journ., 1905. Vol. ii., p. 953. 
Cancer of the portio-vaginalis, abdominal radical operation for. 
Brunet (G.). Zeits. fiir Geburts. und Gyndkol., 1905. Vol. lvi., p. 1. 
Cancer of the uterus. 
Nose (C. P.). Medical Record, New York, 1905. Vol. Ixviii., p. 759. 
CARCINOMA, inoperable, of the uterus. 
Medical Record, New York, 1905. Vol. Ixviii., p. 742. 
CarciNoMA of the uterus, radical, abdominal operation, versus the vaginal operation. 
Freperick (C. C.). Boston Med. and Surg. Journ., 1905. Vol. cliii., p. 388. 
Carctnoma of uterus, secondary growths in brain after. 
OFFERGELD. Monats. fiir Geburts. und Gyndkol., 1905. Bd. xxii., Ht. 4, p. 514. 
Cervix, papillary erosion of, treatment of. 
Tweepy (E. H.). Brit. Med. Journ., 1905. Vol. ii., p. 1,205. 
CLIMACTERIC, new operation for total prolapse at the. 
Laupav (T.). Zentralb. fiir Geburts. und Gyndkol., 1905. Vol. xxix., p. 1,321. 
COLPOHYSTERECTOMY, abdominal-vaginal. 
Impert (L.) and Préri (F.). Gazette des Hépitauz, 1905. Vol. Ixxviii., p. 1,627. 
CornvaL BLooD-vEssELs, unusual dilatation of, rupture into uterine cavity, hysterec- 
tomy, recovery. 
Srmvpson (F. F.). Amer. Journ. of Obstet., 1905. Vol. lii., p. 749. 
DISPLACEMENTS of the uterus, list and definition of. 
Jaye (F.). La Presse Méd., Paris, 1905. Vol. xiii., p. 780. 
DySMENORRHCa at puberty and its relation to uterine tumours. 
Reese (F. pe W.). Medical Record, New York, 1905. Vol. Ixviii., p. 580. 
DysMENORRHA at puberty and uterine tumours. 
Regse (F. pe W.). Medical Record, New York, 1905. Vol. Ixviii., p. 1,017. 
ENDOMETRITIS, cervical, treatment of. 
Petit (P.). Gazette des Hépitauzx, 1905. Vol. Ixxviii., p. 1,587. 
ENDOMETRIUM, histology of, of the hypoplastic uterus. 
Scuzrrer (0.). Arch. fiir Gyndkol., 1905. Vol. Ixxvi., p. 586. 
Frsrorp Tumours of the uterus. 
Boveée (J. W.). Amer. Journ. of Obstet., 1905. Vol. lii., p. 203. 
FrBRorps in women under thirty. 
Spencer (H. A.). Amer. Journ. Obstet., 1905. Vol. lii., p. 248. 
Frsrorps of the uterus. 
Evans (J. H.). Med. Age, Detroit, 1905. Vol. xxiii., p. 810. 
Frerorps of the uterus, specimens of. 
Gortet (A. H.). Medical Record, New York, 1905. Vol. Ixviii., p. 878. 
Frsrorps, uterine, the medical treatment of, and its limitations. 
Witson (T.). Lancet, 1905. Vol. ii., 1886. 
Frpromata, uterine, and cardiac disease. 
Cumston (C. G.). Medical Journal, New York, 1905. Vol. Ixxxii., p. 393. 
FIBROMYOMA, innocent, of the uterus. 
Eastman (T. B.). Journ. Amer. Med. Association, 1905. Vol. xlv., p. 1,238. 
Frsromyoma of the uterus, “red” degeneration, so-called “ necrobiosis.” 
Busuyewy (F.G.). Brit. Med. Journ., 1905. Vol. ii., p. 1,115. 
Frpro-sarcoma of the ovary with. twisted pedicle, associated with adeno-sarcoma of 
the rectum. 
Kryeserc (H. N.). Medical News, New York, 1905. Vol. Ixxxvii., p. 767. 
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H2MorRHAGE from the female genitals, symptomatic significance and principles of 
treatment. 
DoverteIn (A.). Deuts. med. Wehnschr., 1905. Vol. xxxi., p. 1,883. 
H2MoRRHAGE, uterine, chronic, significance and management of. 
SHoemaker (G. E.). New York Med. Journ., 1905. Vol. 1xxxii., p. 1,093, also 
Journ. Amer. Med. Association, 1905. Vol. xlv., p. 1,487. 
H2MORRHAGE, UTERINE, arterio-sclerosis of the uterus as a factor of. 
Finpiey (P.). Boston Med. and Surg. Journ., 1905. Vol. cliii., p. 389. 
HZMORRHAGE, UTERINE, at the menopause. 
Smita (G. B.). Guy’s Hospital Gazette, 1905. Vol. xix., p. 527. 
H2MorRRBAGE, uterine, treatment of. 
Donovan (H. L.). Brit. Med. Journ., 1905. Vol. ii., p. 1,205. 
Hysterectomy, abdominal, for cancer of the uterus; remarks upon 32 operations. 
Pottosson (A.). Rev. de Gynécol., 1905. Vol. ix., p. 771. 
Hysterectomy, abdominal, for fibroids of uterus. 
BRETTAUER (J.). Medical News, New York, 1905. Vol. lxxxvii., p. 782. 
Hysterectomy, abdominal, for multiple fibroids complicating pregnancy. 
CarsTens (J. H.). Amer. Journ. of Obstetrics, 1905. Vol. lii., p. 161. 
Hysterectomy for fibroid disease in three sisters, recovery. 
Doran (A. H. G.). Brit. Med. Journ., 1905. Vol. ii., p. 924. 
Hysterectomy for fibroids of the uterus, with report of 250 operations. 
Deaver (J. B.). Amer. Journ. of Obstetrics, 1905. Vol. lii., p. 858. 
Hysterectomy for fibroids, subtotal, the after-histories of 60 cases; preservation of 
the ovary and the Abel-Zweifel theory. 
Doran (A. H. G.). Lancet, 1905. Vol. ii., p. 1,310. 
Hysterectomy, four cases of. 
Kets (S8.). Lancet, 1905. Vol. ii., p. 1,892. 
HysTERECTOMY, indications for in acute puerperal septicemia. 
Cumston (C. G.). Amer. Journ. of Obstet., 1905. Vol. lii., p. 717. 
Hysterectomy, total (colpo-abdomino-vaginal). 
Imbert (L.) and Piéri (F.). Bulletin et Mém. de la Soc. de Chirur. de Paris, 
1905. Vol. xxxi., p. 926. 
Hysterectomy, total and subtotal abdominal. 
Sorex (R.). Lyon Médical, 1905. Vol. cv., p. 804. 
INVERSION of uterus. 
Wuttams (J. W.). Medical News, New York, 1905. Vol. Ixxxvii., p. 1,149. 
INVERSION OF THE UTERUS, a note on a case of. 
Towntey (P. L.). Zancet, 1905. Vol. ii., p. 1,771. 
InveRSION of the uterus, with report of two cases replaced by laparotomy. 
FrizepMan (L. V.). Journ. Amer. Med. Association, 1905. Vol. xlv., p. 1,920. 
Lympx Guianps of the uterus, on epithelial tubes and cysts of. 
Brunet (G.). Zeits. fiir Geburts. und Gyndkol., 1905. Vol. lvi., p. 88. 
Matrormations of the uterus, with report of a case of bicornate uterus. 
Kerr (A. A.). New York Med. Journ., 1905. Vol. 1xxxii., p. 1,264. 
MENSTRUATION FEvER in tuberculous women. 
Franck (E.). Berl. klin. Wehnschr., 1905. Vol. xlii., p. 1,344. 
MENSTRUATION, influence of, on the organism. 
Medical Record, New York, 1905. Vol. Ixviii., p. 580. 
MENSTRUATION, tubal, question of. 
v. SrernsicHen (R.). Wien. klin. Wehnschr., 1905. Vol. xviii., p. 1,081. 
Myoma, heart, ovaries. 
Kesster (L.). St. Petersb. Med. Wehnschr., 1905. Vol. xxx., p. 421. 
Myoma, question of the conservative operation for. 
Grar (R.). Zeits. fiir Geburts. und Gyndkol., 1905. Vol. lvi., p. 103. 
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Myoma oF UTERUvs, prognosis and treatment. 
Knaver (E.). Deuts. Med. Wcehnschr., 1905. Vol. xxxi., p. 1,586. 
MyoMA, UTERINE, clinical considerations and operative treatment. 
Srppen (A.). Miinch. med. Wehnschr., 1905. Vol. lii., p. 2,272. 
Myoma, uterine, fatal intra-peritoneal bleeding from a. 
Srein. Monats. fiir Geburts. und Gyndkol., 1905. Bd. xxii., Ht. 5, p. 637. 
Myor1sromata of the uterus. 
Porter (M. F.). Amer. Journ. of Obstet., 1905. Vol. lii., p. 788. 
Myorisromata, uterine, and visceral degeneration. 
Botpr (H. J.). New York Med. Journ., 1905. Vol. Ixxxii., p. 887. 
ProtarsE GENITAL, on the plastic use of the uterus in operations for (Wertheim). 
Fucus. Monats. fiir Geburts. und Gyndkol., 1905. Bd. xxii., Ht. 5, p. 642. 
Protapsus UTERI, non-operative treatment of. The Schatz pessary, etc 
Meap (K. C.). New York Med. Journ., 1905. Vol. Ixxxii., p. 1,370. 
Protapsus UTert, treatment of. 
Hayp (H. E.). Amer. Journ. of Obstet., 1905. Vol. lii., p. 161. 
RETROVERSIONS must be treated. 
Ricuexot (L. G.). La Gynécol., October, 1905, p. 423. 
RETROVERSION of the uterus, fourth report of the bi-inguinal operation for. 
Gotpspoun (A.). Journ. Amer. Med. Association, 1905. Vol. xlv., p. 1,546. 
Rovunp Licaments, transplantation of, for correction of backward displacements of 
the uterus. 
PinkHaM (EK. W.). New York Med. Journ., 1905. Vol. Ixxxii., p. 887. 
RovunD LicaMEnts, the, Alexander’s operation, on some points of technique. 
Barozzi (J.). La Gynécol., December, 1905, p. 496. 
Rupture, accidental, of the non-parturient uterus, with report of cases. 
JARMAN (G. W.). Boston Med. and Surg. Journ., 1905. Vol. cliii., p. 388. 
Sarcoma of the uterus, symptoms, diagnosis and treatment. 
Piguanp (G.). Rev. de Gynécol., 1905. Vol. ix., p. 817. 
SarcoMa OF UTERUS, rare case of. 
von WENEZEL (T.). Zentralb. fiir Gyndkol., 1905. Vol. xxix., p. 1,501. 
SaRcomatovus degeneration of a fibroid tumour of the uterus, with repeated hemorr- 
hages into the tumour. 
Erck (T. A.). Amer. Journ. of Obstet., 1905. Vol. lii., p. 889. 
TUBERCULOSIS of the cervix. 
Ricuetot. Comptes Rendus de la Soc. d’Obstét. de Gynécol. et de Padiat. de 
Paris, 1905. Tome vii., p. 265. 
Uterus and Apnexa, pathologic conditions of, and gastric disturbance. 
River (F.). Amer. Journ. Obstet., 1905. Vol. lii., p. 667. 
Uterus, alternating tonus of, upon intra-uterine stimulus. 
Scuzrrer (0.). Zentralb. fiir Gyndkol., 1905. Vol. xxix., p. 1,209. 
Uterus, anatomy and physiology of vascular supply of, researches on. 
Keirrer. Bulletin de la Soc. Belge de Gynécol. et d’Obstét., 1905-6. Vol. xvi., 
No. 2, p. 15. 
Urervs, displacements of, and their treatment. 
Herzretp (K. A.). Wien. Med. Presse, 1905. Vol. xlvi., pp. 2,065, 2,120, 2,176. 
Urervs, non-pregnant, debility of. 
Ascu (R.). Zentralb. fiir Gyndkol., 1905. Vol. xxix., p. 1,250. 
Uterus, non-pregnant, paralysis of. 
Kossmann (R.). Zentralb. fiir Gyndkol., 1905. Vol. xxix., p. 1,247. 
Utervs, paralysis, cause of. 
Kossmann (R.). Zentralb. fiir Gyndkol., 1905. Vol. xxix., p. 1,529. 
Urervs, removal of. 
Wesster (T. S.). Canad. Pract. and Rev., 1905. Vol. xxx., p. 608. 
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UTERUS, RETRO-DISPLACEMENT OF, new plan of procedure in. 
Montcomery (E. E.). Boston Med. and Surg. Journ., 1905. Vol. cliii., p. 389. 
Utervs, retroflexion of, when and how to be treated. 
Sroecket. Berl. klin. Wehnschr., 1905. Vol. xlii., pp. 1,506, 1,537. 
Urervs, retroflexion of, vibration-massage in. 
WITTHAUER (K.).  AMtinch med. Wehnschr., 1905. Vol. lii., p. 2,274. 
Urervs, retroversion flexion of, operative treatment of. 
Stocker (8.). Corresp.-Blatt fiir Schweiz. Aerzte, 1905. Vol. xxxv., p. 740. 
Urervs, vaginal extirpation of. 
ZIEGENSPECK (R.). Wien. med. Presse, 1905. Vol. xlvi., p. 1,918. 
Urervs, ventro-fixation of. 
Spaetu (F.). Zentralb. fiir Gyndkol., 1905. Vol. xxix., p. 1,359. 
VAscuLaR ANATOMY AND PuystoLocy of the human uterus, researches on. 
Kerrrer (M.). Bulletin de la Soc. d’Obstét. de Paris, June, 1905. 
VENTRAL FrxaTion of the uterus by a new method. 
Ricwarpson (W. G.). Lancet, 1905. Vol. ii., p. 1,835. 
VENTRAL SUSPENSION. 
CHANDLER (S.). New York Med. Journ., 1905. Vol. Ixxxii., p. 1,252, also 
Journ. Amer. Med. Assoc., 1905. Vol. xlv., p. 1,600. 


III. VULVA, VAGINA, URETHRA AND BLADDER. 


BuaDpeER, drainage of, “infra-symphysaren.” 
Hannes (W.). Zentralb. fiir Gyndkol., 1905. Vol. xxix., p. 1,345. 
Biapper, foreign body (hair-pin) in. 
Frepericg. Bulletin de la Soc. Belge de Gynécol. et d’Obstét., 1905-6. Vol. xvi. 
No. 3, p. 30. 
BLADDER, gynecologic. 
Gatiant (A. E.). Medical News, New York, 1905. Vol. Ixxxvii., p. 734. 
BLaDDER, intra-ligamentary, on the anatomy of the. 
Natanson and ZinnER. Monats. fiir Geburts. und Gyndkol., 1905. Bd. xxii. 
Ht. 5, p. 615. 
FistTuta, vesico-vaginal, treatment of. 
Rectus (P.). Gazette des Hépitauz, 1905. Vol. Ixxviii., p. 1,731. 
GonorRHa@AL urethritis and cystitis in the female. 
Kottscuer (G.). Medical News, New York, 1905. Vol. Ixxxvii., p. 718. 
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